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ANZSTHETICS 


Hornowski: The Glands of Internal Secretion ina 
Case in which Death was Due to Chloroform 
(Smieré wskutek chloroformu, a gruczoly wewentrz- 
nego wydzielania). Livowski Tygodnik lek., 1913, 


vill, 97. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author describes the case of a man 52 years 
of age in whom death occurred twenty-four hours 
after extirpation of the inguinal glands. Collapse 
symptoms supervened during the period of anzs- 
thesia. At autopsy, the suprarenals showed endar- 
teritis obliterans and marked fibrosis, so that the 
relation between the normal adrenal cortex and the 
pathologically involved cortex was as 1:8 in the left 
gland, while on the right the proportion was as 1:6. 
Comparative weights showed the functioning part 
of both cortices to weigh 1.59 gm. while the med- 
ullary parts weighed but 0.53 gm. The chromafin 
cells of the right adrenal stained very poorly, as 
did those of the sympathetic ganglion. As far as 
changes in the other glands of internal secretion are 
concerned, the parathyroids showed very few 
oxyphile cells; the thyroid, which weighed 43 gm., 
contained 7 adenomatous tumors 8-12 mm. in 
diameter. These cell aggregations, microscopically, 
appeared like the thyroid in Basedow’s disease, 
according to Kocher’s description showing epithelial 
hyperplasia and small amount of colloid. The other 
glands of internal secretion showed no changes. 
Only traces of the thymus were found imbedded in 
the fatty tissue of the mediastinum. Inasmuch 
as the heart showed no pathological changes, the 
author is of the opinion that death was due to 
adrenal insufficiency. Hornowski further discusses 
the questions why with such marked change in the 
suprarenals, no signs of Addison’s disease were 
present, and also that the marked alteration in the 
thyroid produced no signs or symptoms of Base- 


dow’s disease. He finally reaches the conclusion 
that both diseases are probably polyglandular 
diseases and not dependent upon lesions of the 
adrenals or thyroid. J. Hornowsk1. 


Jonnesco: General Spinal Anesthesia (Uber die 
allgemeine riickenmarksanisthsie). Zentralbl. f. Chir., 
1913, xl, 469. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

According to the experience of Jonnesco, an injec- 
tion of stovaine combined with nitrate of strychnia 
may be made at any point of the spinal canal and 
without danger to the patient. In 1958 operations 
he had two deaths, which in part were attributable 
to other causes. The injections produce a complete 
anesthesia from head to foot. For anesthesia of 
the head, neck, upper extremities, and thorax, the 
injections should be made between the first and 
second dorsal vertebre, for anesthesia of the 
thoraco-abdominal region, the abdomen, pelvis and 
lower extremities, it should be made between the 
twelfth dorsal and first lumbar vertebre. The 
preparations are kept sterile in two ampoules, 
according to the method of Racowitza. One con- 
tains the proper dose for pure stovaine, the other 
an aqueous solution of strychnia. One ccm. of the 
strychnia solution is drawn into the sterile syringe 
and emptied into the ampoule containing the sto- 
vaine; the solution is then ready for use. The 
maximum dose of stovaine is as follows: For adults: 
lower portion of body 6 cg.;.upper portion of body 

2-3 cg. For children and adolescents: lower por- 

tion of body 1-4 cg.; upper portion of body o.25- 

2 cg. The dose of strychnia for anesthesia of the 

lower portion of the body is 2 mg. for each cc. in 

adults; in younger individuals o.5-1 mg.; for an- 
zsthesia of the upper portion of the body, the dose 
of strychnia is 1 mg. in adults and 0.25-0.5 mg. 
per cc. in children and adolescents. If the general 
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condition is bad, as in achexia, in acute or chronic 
infections, shock or acute anemia, % to 2 of the 
original dosage is sufficient. To avoid cerebral 
anemia, perspiration, and similar conditions, the 
patient should be placed in a dorsal position imme- 
diately after the puncture. Still better, puncture 
may be performed in the lateral position. TreceEt. 


Harris: Hyoscine-Morphia Anzsthesia for Alco- 
hol Injection in Neuralgia. Lancet, Lond., 
1913, clxxxiv, 881. By Surg., Gynec. & Obst. 


The author has treated 112 cases of trigeminal 
neuralgia besides numerous cases of supra-orbital and 
other forms of neuralgia. He doubts the possibility 
of finding with a needle the nerve trunks of the three 
divisions of the fifth nerve, and of injecting them 
with alcohol, especially at their deep foramina of 
exit from the skull, without causing so much pain as 
to make it a practical impossibility for a large pro- 
portion of subjects, especially women of a nervous 
type and already worn out with pain. He has al- 
ways used the route described by Levy and Baudou- 
in and also by Sicard, in which the needle is thrust 
through the side of the cheek underneath the zygoma 
into the zygomatic fossa. The only satisfactory 
proof that the nerve had been properly injected is 
anesthesia of the skin and mucous membrane in the 
distribution of the nerve. Strong alcohol, when 
injected into the nerve trunk, instantly causes de- 
struction of the nerve fibres with which it comes into 
contact. Asa rule he gives % gr. of morphia with 
1.150 gr. of hyoscine hypodermically into the arm 
20 minutes before commencing the injection process. 
When the needle is approaching the foramen ovale 
the patient usually shows some symptoms of sensi- 
tiveness, though it is not until the nerve is actually 
struck that a tingling sensation is felt in the lower 
lip and tongue; when this occurs the stylet should 
be removed from the needle and a syringe filled with 
a 3% per cent eucaine solution fitted on, and a few 
drops then slowly injected. 

After the lapse of half a minute, a few drops of 90 
per cent alcohol should be injected slowly into the 
same spot. Almost instantly, as soon as a few drops 
of alcohol have been injected into the nerve, sensa- 
tion of touch and pinprick becomes blunted on the 
lip, and slowly, two or three drops at a time, more 
spirit is injected until the anesthesia is complete and 
the pinprick is not felt at all even as pressure. 
Usually 1 to 1% cc. are required to produce this 
effect. The injection of the second division in the 
sphenomaxillary fossa is much less painful than is 
the corresponding process for the third division at 
the foramen ovale. However, the extraordinary 
calming effect of the hyoscine and morphine is most 
valuable, and patients who are suffering severe 
spasms of pain, or who are very nervous, will keep 
quite quiet and peaceful during the whole process, 
and yet will be able to answer at once to the skin 
tests for anesthesia. He has seen only one case in 
which any ill effects occurred and this was only 
temporary. Donatp C. BALFour. 
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Sievers: Paralysis of the Phrenic Nerve in Plexus 
Anesthesia after Kulenkampff (Phrenicuslih- 
mung bei Plexusanistheasie nach Kulemkampff). 
Zentralbl. f. chir., 1913, xl, 338. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Fifteen minutes after the usual plexus anesthesia 
with 20 ccm. of a 2% novocaine-bicarbonate solution 
for parasthesia of the ulnar nerve, the patient began 
to complain of pain in the right side of his chest. 
At the same time a croupous respiration like that in 
a dry pleurisy developed. There was pain on 
pressure in the region of the 8-9 ribs, and a dimin- 
ished excursion of the lower border of the lung on 
deep respiration. On examining with the X-ray 
there was a difference of the width of a hand from 
the left side on deep respiration. During the next 
three days the disturbances diminished quickly; 
only a mild crepitus and diminished breath sounds 
could be determined. On the fourth day X-ray 
again showed normal conditions. 

The author discusses the possibility of the 
influence of the endoneural injection into the main 
trunk of the phrenic nerve in the neck, producing a 
subfascial diffusion, and an influence on the anterior 
and medial branches which descend to the dome of 
the pleura. The first method seems to him improb- 
able. The pain can be explained by the effect on 
the sensitive fibres of the nerve. The fact that the 
symptoms do not regress as soon as the effect of the 
anesthesia is worn off leads one to think of mechan- 
ical injuries (hemorrhage, escape of air from the 
punctured lung). The first danger can develop only 
after an already existing disease of the lung; bilateral 
paralysis of the diaphragm does not result in 
asphyxia according to Duchenne. That the condi- 
tion resulted from an injection into the pleura, the 
author thinks improbable because no pleuritis 
developed. KULENKAMPFF. 


Boothby: Present Day Methods of Anesthesia. 
J. Maine M. Ass., 1913, iii, 1219. 
By Surg., Gynec. & Obst. 

From the point of view of the recent research work 
in anesthesia, Boothby discusses the subject under 
three distinct headings: (1) The pharmacological 
problem, (2) the mechanical problem, and (3) the 
physiological problem. 

Under the pharmacological problem is considered 
the advantages of nitrous oxide-oxygen-ether as 
opposed to ordinary ether, and the former is strongly 
approved if the following fundamental principles are 
observed: (1) avoidance of cyanosis at any time; (2) 
relaxation obtained by the addition of proper 
amounts of ether; (3) the availability of an,appara- 
tus such as he has recently described in conjunction 
with Cotton, that will (a) deliver a constant, even 
supply of nitrous oxide and oxygen, (b) render the 
supply visible so that the relative amounts of each 
gas can be estimated at a glance, (c) possess an 
efficient ether chamber, and (d) fitted with an air- 
tight face-piece. He believes that while nitrous 
oxide anesthesia is far more difficult to conduct 
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safely and satisfactorily than ordinary ether, and 
requires large experience and costly apparatus, yet 
when mastered it is at present the best method. 

In connection with the mechanical problem, which 
deals with the maintaining of a free current of air 
through the mouth, pharynx, and larynx, Boothby 
mentions three methods —the method of intra- 
tracheal insufflation originated by Meltzer and Auer, 
the Crile nasal tubes, and the Davis-Sewall mouth 
gag. Intratracheal insufflation in intrathoracic 
operations is, without question, the method to be 
used. Its advantages in tongue operations are very 
great; its value is debatable in intracranial opera- 
tions; and elsewhere it is not indicated except for 
obtaining practice in the method. In the hands of 
those well trained in its difficulties and the avoidable 
dangers, it is justifiably safe. For those untrained 
in its use, the Crile nasal tubes or Davis-Sewall 
mouth gags are preferable. 

The physiology of respiration is also discussed at 
some length, and attention is called to the dangers 
of apnoea after a period of excessive breathing, as 
well as the possibility that acapnia is one of the 
conditions causing surgical shock. 


Bloodgood: Studies in Blood Pressure Before, 
During and After Operations Under Local 
and General Anesthesia. Tr. Am. Gynec. Soc., 
1913, May. By Surg., Gynec. & Obst. 


Now that the mortality due to infection from 
faulty technique has been practically eliminated, 
the mortality from shock due to the trauma of the 
operation and the general anesthetic—chloroform 
or ether—has become more prominent in the minds 
of observing surgeons. 

The two factors over which we have the greatest 
control in shock during operation are the trauma 
of the operative procedure and the toxicity of the 
general anesthetic. 

Ether has been substituted for chloroform, be- 
cause it is less toxic. At the present time nitrous 
oxide and oxygen are taking the place of ether for the 
same reason. Trauma from the operative manipula- 
tions can be reduced to a certain extent by gentle- 
ness and care. There is no doubt, however, that 
theoretically the employment of local anesthesia 
during the operation will block most, or all, sensory 
afferent nerve impulses. In this way the brain can 
be temporarily diconnected from the wound. 

Unfortunately for the development of this refine- 
ment of technique many operations can be per- 
formed on the ordinary individual with a low 
mortality in spite of toxic general anesthesia and 
rough handling of the wound. Many surgeons do 
not realize this element in their mortality, in the 
post-operative complications, discomforts, and 
longer period of disability. 

In order to appreciate the sensitiveness of the 
different tissues and the difficulty of successfully 
anesthetizing them by local anesthesia, a surgeon 
must perform as* many operations under local 
anesthesia as possible. Only in this way will he 
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train himself to successfully and completely isolate 
the brain from the field of operation. It is quite 
possible to infiltrate the tissues partially without 
producing anesthesia. If the patient is awake, the 
surgeon will be informed at once. 

Under chloroform and ether the patient remains 
quiet in spite of the most painful manipulations, 
so one would never know, when local anesthesia 
were employed in conjunction with these general 
anesthetics, whether it was accomplishing its object. 

Nitrous oxide and oxygen has therefore a double 
advantage over ether and chloroform: it is less toxic, 
and the general anesthesia is so light that painful 
manipulations excite reflexes. The patients move, 
muscles contract, so that under this general an- 
zsthesia one has almost as good an index of the 
efficacy of one’s local infiltrations as when the 
patient is awake. 

The nitrous oxide and oxygen therefore obliter- 
ates psychic shock and produces no toxic shock. 
The local anesthesia obliterates the traumatic shock. 

From the author’s observations, extending now 
over a period of more than three years, he has 
become convinced that the best index to the pa- 
tient’s condition before, during, and after operation 
is the behavior of the blood pressure. During a suc- 
cessful operation under local anesthesia, with or 
without nitrous oxide and oxygen, the blood pressure 
remains more or less uniform. Sudden rises in the 
blood pressure indicate painful manipulations. When 
continued, these manipulations are followed by a 
fall of the blood pressure. This means shock. When 
earlier in the operation these painful manipula- 
tions are followed by a fall of the blood pressure, the 
surgeon knows that his patient is in poor condition 
to withstand further traumatic shock. 

Successfully employed, the combination of nitrous 
oxide and oxygen with local anesthesia will reduce 
the mortality in all these operations in which the 
mortality is due to shock. The author is confident 
of this. In all cases it will diminish the post- 
operative complications and discomforts and short- 
en the period of disability. These statements are 
based upon a large number of cases, but chiefly 
upon an observation of fifty resections of the colon. 
In ten cases there was, in addition, an operation 
upon the stomach: 8 resections, 2 pyloroplasties. 
All of these patients are bad operative risks. There 
was not a single death from shock, although the 
average time of operation was at least three hours. 
There were three deaths: one from acidosis present 
before operation, not relieved by operation; one 
from thrombosis and embolism; one from a late 
intestinal obstruction. In the majority of these 
cases the convalescence after operation was less 
trying to the patient than after an ordinary quick 
appendectomy under ether narcosis and not com- 
bined with local anesthesia. 

The author would not dare to attempt the resec- 
tion of the colon under the older methods of an- 
zsthesia combined with the most rapid operation, 
but without local anesthesia. 
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Alessandri and Chiavaro: Resection of Three- 
fourths of the Lower Jaw by the Buccal 
Route and a New Method for Mandibular 
Prothesis (Résection des trois quarts de la machoire 
inférieure par voie buccale et nouvelle méthode de 
prothése mandibulaire définitive). Policlin., Roma, 
1913, XX, 49. By Journal de Chirurgie. 


A young girl, 18 years old, had noticed three years 
previously a tumor in the right half of the lower 
jaw. It was operated upon and she was told that it 
contained three teeth. After the operation the 
tumor of the bone persisted and grew in size, causing 
a fleshy swelling on the gum. 

On examination of the face it was found to be 
greatly deformed by a swelling in the lower part of 
the right cheek. The tumor, which was the size of 
an orange, was irregularly ovoid in shape, with its 
long axis directed backward and to the left; it pre- 
sented a smooth surface. 

Operation: Two small incisions were made, one 
in the left submental region and one behind the 
right ascending branch about half way up. Ales- 
sandri cut the bone at these two points with a Gigli 
saw, thus separating the whole of the diseased por- 
tion of the bone from the horizontal part on the left 
side to the vertical part on the right. Hethen 
rapidly removed the fragment by an incision in the 
gum anteriorly and in the buccal floor posteriorly 
with cutting of the muscular attachments; pack- 
ing and partial closure of the incision in the mucosa. 
Chiavaro’s apparatus for prothesis was used. Five 
weeks later some adhesions between the tongue 
and the floor of the mouth were cut. One month 
and one-half later the wound had healed com- 
pletely and the apparatus was firmly in place. The 
cure has been permanent and the result excellent 
both from an esthetic and a functional point of 
view. 

The fragment removed consisted of the whole of 
the right horizontal part and 2 cm. of the left, the 
right angle and 2 cm. of the right ascending portion. 
There was normal bone at the two ends from the 
angle up on the right and from the symphasis on 
the left. The intervening portion was deformed by 
a tumor which had enlarged the bonc, especially in 
front, where a great part of the cortex was destroyed 
and there appeared a fleshy mass which was partly 
broken down and contained regions infiltrated with 
blood. 

Histologically it was a mixed sarcoma with a 
predominance of spindle cells and many giant cells. 

This was the second case in which Alessandri had 
performed a resection of the lower jaw for periosteal 
sarcoma and used Chiavaro’s apparatus. ‘The 
result in the first case was good as here, though a 
recurrence necessitated his doing the operation by 
the external route. 

He insists that it is better to perform more or less 


complete resections or disarticulations of the jaw 
by the intrabuccal method, though it is more difficult. 
Not only does one thus avoid a disfiguring scar but 
also this method is almost essential for the applica- 
tion of the prothetic apparatus of Chiavaro. 

In the second part of the paper, which has many 
illustrations, Chiavaro describes the technique which 
he used in this case in the construction and applica- 
tion of the apparatus for prothesis. He then 
outlines his experiences with heavy prothetic ap- 
paratus, temporary or permanent, and points the 
advantages of his over other methods, especially 
those of Martin, and ends with the following con- 
clusions: 

Immediate temporary suppression of the appara- 
tus for prothesis with rubber which does not offer 
sufficient resistance to the cicatricial contraction of 
the soft parts permits it to be raised up by the floor 
of the mouth against the remnants of bone, where it 
causes pressure ulcers to form and in each of which 
cases it is necessary to replace the apparatus prop- 
erly. Suppression of the wings is maintained 
after the application of a heavy permanent prothetic 
apparatus. A serious defect in mastication as the 
lateral movements of the jaw are inhibited follows 
when these are used. 

The weight and shape of the apparatus prevents 
the cicatricial contractions of the soft parts and 
serves to suppress the tendency to fixation which 
renders mastication and pronunciation difficult 
and starts irritation and inflammation of the 
tissues. 

In case of disarticulation of the lower jaw the 
use of heavy prothetic apparatus has the following 
advantages: 

Suppression of the ascending branches of the 
apparatus which are the cause of painful irritation 
of the articular surfaces at the base of the skull 
on account of the constant cicatricial retraction of 
the roof of the mouth. 

Suppression of the palatine plate, for the heavy 
apparatus remains in place on account of its weight 
and special form. A. BAssET. 


Hudson: Sub-Temporal Muscle Drainage by the 
Aid of Silver Wire Drainage Mats in Cases of 
Congenital Hydrocephalus. Ann. Surg., Phila., 
913, lvii, 338. By Surg., Gynec. & Obst. 


This paper has to do with a description of the 
technique of the operation as elaborated by the 
author. 

An incision is made posterior and above the right 
ear, down to the temporal muscle. The muscle is 
then freed from its attachment to the bone and the 
skull and dura opened. A long puncturing tube is 
then inserted into the brain until the cerebrospinal 
fluid flows from the open end. A permanent drain- 
age tube is then inserted over the puncture tube 
and its outer end is connected to a silver drainage 
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mat. This mat was previously fixed under the 
temporal muscle as soen as it was freed from the 
skull. The muscle is now carefully sutured in place 
with the finest black silk and the scalp closed with 
the same material. 

The operation must be carried out under absolute- 
ly aseptic conditions. Several illustrations are 
given in the article showing the mats and tubes used 
in the operation. James H. SKILEs. 


Cushing: Concerning the Symptomatic Differ- 
entiation between Disorders of the Two 
Lobes of the Pituitary Body with Notes on a 
Syndrome Accredited to Hyperplasia of the 
Anterior and Secretory Stasis or Insufficiency 
of the Posterior Lobe. Am. J.M. Sc., 1913, cxlv, 
313. By Surg., Gynec. & Obst. 


The author assumes that every gland of internal 
secretion has a definite clinical picture associated 
with a diminution or absence of its secretion and on 
the other hand that a perversion or excess of the 
secretion of the gland will give a picture which is 
exactly opposite. The clinical pictures associated 
with a diminution or lack of secretion of the various 
glands of internal secretion have been pretty well 
worked out; e.g., in the case of the adrenal and the 
associated Addison’s disease; thyroid insufficiency, 
giving the clinical picture of myxcedema; para- 
thyroid insufficiency, giving the picture of tetany; 
insufficiency of the islands of Langerhans giving 
the condition of diabetes; and mutilating operations 
on the generative organs have given many opportu- 
nities to observe the effect produced by eliminating 
the internal secretions from these organs. 

The hypophysis has been considered, until very 
recently, asa whole. But further experimental and 
clinical evidence has shown that the gland has a 
dualistic nature and that the functions of the two 
parts are very different. The neuro-epithelial 
portion, the posterior lobe, discharges its secretion 
into the cerebro-spinal fluid, therefore this part of 
the body is a gland of external secretion, since it does 
not discharge directly into the blood. The strictly 
epithelial portion, the anterior lobe, is a typical 
gland of internal secretion, as it discharges its secre- 
tions directly into the blood stream. 

The anterior lobe elaborates a harmony which 
stimulates growth and is chiefly related to factors of 
skeletal development. An excess of the secretion 
from the anterior lobe produces the clinical picture 
of acromegaly. The posterior lobe has to do espe- 
cially with metabolic processes and especially with 
the assimilation of carbohydrates. A deficiency of 
its secretion leads to a noticeable increase in the 
tolerance for sugars with associated tendency to 
adiposity, a subnormal temperature, somnolence, a 
dry skin, polydipsia, and polyuria, loss of hair, 
characteristic psychic, often epileptiform, disturb- 
ances, etc.,— a sort of pituitary myxcedema, as it 
were. An excess of posterior lobe secretion, on the 
other hand, causes tissue waste with loss of flesh, a 
relative intolerance for carbohydrates, often with 


spontaneous glycosuria, a moist skin, etc., symptoms 
the reverse of the above. Moreover, secondary 
symptoms referable to other glands of internal secre- 
tion occur, especially in reference to the generative 
organs. Apparently there is an increased activity 
on the part of the generative organs when there is 
hypophyseal hyperplasia and there is undoubtedly a 
decrease, even lack of development or atrophy, 
when there is a hypoplasia of the hypophysis. As 
to which lobe this phenomenon is due there is a 
question but the author inclines toward the belief 
that it is due to changes occurring in the posterior 
lobe. Furthermore, there may be clinical pictures 
which seem to be due to an increased secretion from 
one part of the gland and a decreased secretion from 
the other. 

The acromegalic syndrome shows the picture of 
gigantism, if the hyperplasia takes place before 
epiphyseal union, or as more or less acromegalic 
changes if after epiphyseal union. In all but three 
of a series of fourteen cases coming under the 
author’s care, there were signs not only of an in- 
creased anterior lobe secretion but a decreased 
posterior lobe secretion. These latter were: in- 
creased adiposity, marked increase in tolerance for 
carbohydrates, tendency toward somnolence, sub- 
normal temperature, anaphrodisia. On the other 
hand, in the early stages of acromegaly there is apt 
to be the reverse picture namely, defective metabol- 
ism, spontaneous glycosuria, loss of flesh, etc. 

In the syndrome of dystrophia adiposogenitalis 
the picture is due to a hyposecretion of both the 
anterior and posterior lobes. There is imperfect 
skeletal formation if the condition has come on early 
in life, and the associated symptoms referable to the 
posterior lobe, such as increased adiposity, defective 
development of the generative organs, somnolence, 
increased sugar tolerance. etc. 

The syndrome of overgrowth with adiposity is 
supposed, by the author, to be due to an increased 
secretion of the anterior lobe and a decreased secre- 
tion of the posterior. Three recent cases coming 
under the author’s notice are cited. These cases 
all showed enormous skeletal development for their 
ages and marked adiposity. They all showed 
lowered mental activity, two showed very high 
sugar tolerance and the other could not be tested 
as regards this point, as quantities over 150 grams 
could not be retained. Several showed nervous 
symptoms, one being an epileptic. They all showed 
lessened sexual activity. One showed general 
increased cranial pressure phenomena. 

James H. SKILEs. 


Frazier: The Pituitary Body in Disease; the 
Method and the Results of Surgical Inter- 
vention. Penn. M. J., 1913, xvi, 421. 

By Surg., Gynec. & Obst. 

Though the surgery of the hypophysis is a devel- 
opment of comparatively recent years, Frazier feels 
the results have been sufficiently gratifying at least 
to offer a promising field and to assure a measure of 
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relief for otherwise incurable conditions. The 
anatomist, physiochemist, and surgeon have all 
been working to solve the various problems con- 
nected with pituitary disorders, and two distinct 
schools have arisen — one claiming that it is merely 
a rudimentary organ, and the other that life cannot 
continue when the gland ceases to functionate. It 
has been proved conclusively, however, that certain 
very serious disorders have a very direct relation to 
either a neoplasm or a non-neoplastic enlargement 
of the pituitary body. If the services of the surgeon 
are to be of any avail, it is very necessary that the 
symptoms of these disorders be recognized early. 
The author describes briefly the three general groups 
into which they may be divided, and cites cases of 
his own for illustration. The first two groups, 
caused by hyper and hyposecretion of the gland 
respectively, take the form of acromegaly and 
dystrophia adiposo-genitalis; the third type may 
be seen alone, or in combination with one or the 
other of these — a type in which the symptoms are 
the expression of pressure upon adjacent structures 
or of increased intracranial pressure. In this latter 
group, when there is no demonstration of metabolic 
disturbances, the author lays emphasis on the 
headache, nausea, and dizziness. There are also not 
infrequently psychic disturbances, ranging all the 
way from somnolence and listlessness to well 
defined insanity. The most constant of this group 
of symptoms, however, are those which result from 
injury to the optic tracts, causing bilateral temporal 
hemianopsia. The importance of the X-ray as an 
aid in diagnosis must not be lost sight of. 


Frazier: An Approach to the Hypophysis 
Through the Anterior Cranial Fossa. Ann. 
Surg. Phila., 1913, lvii,145. By Surg., Gynec. & Obst. 

While thus far, in the majority of instances, the 
hypophysis has been approached extracranially by 
the transphenoidal route, the author feels that in the 
future the intracranial method through the anterior 
cranial fossa will be the procedure of choice, as by 
the latter route the avenue of approach is wider and 
the danger of infection lessened. The method which 
he now uses makes the exposure of the pituitary 
body as devoid of serious difficulties as that of any 
other basal structure. The operation consists 
essentially in the reflection of an osteoplastic flap 
from the right frontal region in the removal en bloc 
of the supra-orbital ridge, as suggested by McArthur, 
with a portion of the roof of the orbit, later to be 
replaced, and in rongeuring away what remains of 
the roof of the orbit down to the optic foramen. 

With suitable retractors, the orbital contents are 

displaced downwards and outwards, and the frontal 

lobe elevated until a view is obtained of the optic 
nerve. He then makes a short incision in the dura 
and thus lays bare the cavity of the sella turcica. 

The remainder of the operation depends upon the 

character of the lesion to be dealt with. 

As an example, Frazier cites the following case in 
which he found and evacuated a cyst of the hy- 


pophysis: The patient, a young man of twenty-three, 
had been a normal child up to the age of fourteen, 
when he was struck with a rock over the right 
temporal region. Two years later, he grew per- 
ceptibly weaker, his weight began constantly to 
increase, and he was gradually losing the sight of 
his right eye. When he first came under the author’s 
observation in July, 1912, his appearance was that of 
a thick-set boy of fifteen or sixteen, with very 
marked panniculus adiposis. The genitalia — in- 
fantile in type — suggested a child of ten or twelve. 
He suffered from severe headaches, and the ocular 
disturbances had advanced to a state of complete 
right temporal hemianopsia. Aside from these 
marked glandular symptoms, the X-ray findings 
were very suggestive of pituitary trouble. 

Under intratracheal anesthesia, Frazier carried 
out the operation as described above. As soon as 
the anterior clinoid process was reached, he made 
a transverse incision, two centimeters long, in the 
dura, across from one anterior clinoid process to the 
other and about a centimeter above the base of the 
skull, and by displacing the orbital contents with a 
retractor there was seen between the optic tracts 
what afterward proved to be a cyst of the hypophysis. 

Frazier strongly recommends the intracranial 
route in all cases, and feels that it is positively 
indicated in cases where the orifice of the sella is 
enlarged and where there is reason to believe the 
tumor extends beyond the confines of the sella and 
is encroaching upon the brain. He has used this 
method in the last four hypophyseal cases with 
eminent satisfaction. 


NECK 


Wenglowski: Neck Fistulas and Cysts (Uber 
— und Cysten). Arch. f. klin. Chir., 1913, c, 

” By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of his studies on human embryos, 
which have been described in detail, Wenglowski 
turns against the universally accepted theory of the 
origin of lateral neck fistulas and cysts from the 
second gill cleft and pharyngeal pouch. As the main 
proof of this theory stands the course of the fistulas 
under the N. glossopharyngeus. But in most cases, 
any closer relation between the two structures is 
lacking. In the first place, a series of further ana- 
tomical facts argue against the theory. The fistulas 
are usually so situated in relation to the M. stylo- 
pharyngeus (which goes to make up the body of the 
third gill arch) that they are below the muscle, and 
usually open to the exterior on its posterior margin. 
The fistulas would then belong to the third, and not 
to the second gill slit. In the second place, the 
explanation of the fact that many fistulas are covered 
with pavement epithelium offers many difficulties. 
The pavement epithelium is supposed to belong to 
the pharyngeal pouch, and the flat epithelium to the 
gill cleft. There are, however, externally incom- 
plete fistulas with pavement epithelium, and internal 
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fistulous tracts with flat epithelium. There is little 
likelihood that, for example, the arch of the pharyn- 
geal pouch should reach down to the incisura sterni, 
while the gill arch, between which the pouch is 
situated, should retain its. position unchanged. In 
the third place, the inner opening of the fistulas 
usually lies behind the pharyngeal arch, or in the 
lower posterior corner of the mandelbucht, and 
hence in the domain of the third, and not of the 
second pharyngeal pouch. In the fourth place, the 
direction of the course of the fistulas and their 
position with relation to the external carotid does 
not correspond to an origin from the second pharyn- 
geal pouch and gill cleft. 

The author now proposes the theory that the 
lateral neck fistulas and cysts arise in the ‘‘ Thymus- 
anlage.” The thymus arises from the third pharyn- 
geal pouch in the form of a long canal which runs 
diagonally from the lateral wall of the pharynx to 
the sternum, where it develops the actual thymus 
body. The course and the anatomical structure 
of this canal correspond exactly to what has been 
found in the cases of neck fistulas and cysts. Aside 
from this course, in certain cases a second embryonal 
tube comes into consideration, which corresponds to 
the lateral thyroid gland anlage. The internal 
opening of fistulas of this latter origin is character- 
ized by its position lateral to the laryngeal opening. 

WREDE. 


Dowd: Hygroma Cysticum Colli: Its Structure 
and Etiology. Tr. Am. Surg. Ass., 1913, May. 

By Surg., Gynec. & Obst. 

Scattered references to hygromas of the neck are 
found in surgical and pathological literature, but the 
cases are so uncommon that few definite descriptions 
have been recorded. A tabulated description of 
ninety-one cases of hygroma in the neck, thirty-five 
in the axilla, and eleven in other parts of the body is 





given; many of the descriptions are incomplete. 
The term should be applied to cystic tumors which 
are lined with endothelium and which have marked 
individual power of growth. They are distinct from 
branchial cysts, thyroglossal cysts, tumors of the 


carotid body and lymphosarcoma. The demarca- 
tion from lymphangioma need not be absolutely 
definite. 

The author described three cases of undoubted 
hygroma of the neck and a fourth case which was 
believed to be hygroma but in which inflammation 
had obliterated the finer structure of the cyst wall. 
All the cysts had been present from birth but had 
shown sudden and excessive power of growth. In 
one instance the cyst had extended into the medi- 
astinum; in another, into the pectoral region. One 
cyst had recurred very rapidly after removal] of all 
visible parts. Silver-stained sections of the endo- 
thelium were shown, also photographs of the patients 
and microphotographs of the cyst walls. 

These growths are believed to be due to growth 
of embryonic sequestrations of lymphatic tissue. 


McKenna: A Report on Two Cases of Cervical 
Rib and an Operative Measure to Prevent 
Recurrence of Symptoms. Surg., Gynec. & Obst., 
1913, XVi, 322. By Surg., Gynec. & Obst. 

A review of the literature on neuritis of the upper 
extremities convinces one of the fact that until re- 
cently many cases of supernumerary or cervical rib 
passed unrecognized. 

For a number of centuries, anatomists have recog- 
nized extra cervical ribs, but this anomalous condi- 
tion was not associated with the clinical phase which 
we now know these ribs produce. 

The author believes the complete and permanent 
success of the operation for the removal of a cervical 
rib depends principally upon two points in tech- 
nique: (1) An incision that gives easy access to the 
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Fig. 3. (McKenna.) 
rib, so that it may be removed entirely with a mini- 
mum amount of trauma to the brachial plexus and 
subclavian vessels; (2) the proper protection of the 
plexus and vessels from the upper surface of the 
first dorsal rib, which has been denuded of its 
periosteum by the removal of the osseous attach- 

» ment of the distal end of the offending cervical rib. 

In the author’s plan of operation, an incision is 
made from a point midway between the origin and 
insertion of the sterno-cleido-mastoid muscle and 
along its posterior border in a straight line to the 
lower border of the clavicle. A second incision is 
made parallel to the first, and two inches posteriorly 
from the anterior edge of the trapezius muscle, to 
a corresponding point on the clavicle. These two 
incisions are now connected by a third incision, 
carried over the clavicle. 

McKenna employs a portion of the scalenius 
medius muscle to cover the upper surface of the 
denuded first rib, thereby forming a cushion for the 
brachial plexus and subclavian vessels. 


Henderson: Cervical Rib; Report of 31 Cases. Tr. 
Am. Orthop. Ass., 1913, May. 


By Surg., Gynec. & Obst. 


The deformity is usually bilateral. Of thirty- 
one cases observed in the Mayo Clinic there were 
twenty-four bilateral. All the cases in this group 
in which there was undoubted elongation of the 
costal process on each side of the seventh cervical 
vertebra beyond the tip of the transverse process 
of the first dorsal vertebra were classified as bilateral. 
Nine of the twenty-four were well developed bi- 
lateral cervical ribs, ten were rudimentary bilateral 
cervical ribs and three had a well developed rib on 
the right side with an accompanying rudimentary 
rib on the left. Two cases had a well developed 
cervical rib on the left side with an accompanying 
rudimentary on the right. None of the males pre- 
sented well developed bilateral cervical ribs, while 
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of the ten presenting bilateral rudimentary ribs 
six were males. There were five patients with well 
developed left cervical ribs, the right being absent, 
whereas there was only one developed on the right 
side alone. Of the nine well developed bilateral 
cervical ribs only two caused subjective symptoms 
and but one was operated on. In this case the left 
rib, which was the larger, was removed. The entire 
nine objectively presented tumors of varying sizes 
in the supraclavicular fossa. Of the ten bilateral 
rudimentary ribs three patients had subjective 
symptoms; in one of these patients the rib was 
For some reason unexplained cervical 
tibs are more common in women—twenty-two 
females and nine males in this group. In literature 
on the subject the percentage is usually rated as 
70 per cent of females and 30 per cent of males. 

Of the thirty-one cases, there were eighteen who 
gave no subjective symptoms. Of these eighteen 
there were seven who displayed a fullness in the 
supraclavicular fossa. In eleven no fullness was 
detected on routine physical examination. These 
eleven were subjected to X-ray examination of the 
chest for some other reason and the cervical ribs 
discovered accidentally. Six cases gave symptoms 
subjectively and objectively, but were not operated 
on. Seven cases were operated on (five females and 
two males). Excision was made in six cases and an 
alcohol injection and cautery to the neck in a neu- 
rotic man. All were completely relieved except two 
neurotic women and these are greatly relieved and 
satisfied with the result. Various theories are ad- 
vanced to account for the fact that some individuals 
with cervical ribs have no symptoms, whereas others 
have, this regardless of the size of the ribs. Jones 
accounts for it from an anatomical point of view by 
saying that an individual might have the normal 
number of ribs but the nerve roots make their point 
of exit a little low and the first dorsal rib a little 
high. The result would be pressure on the nerves 
and a brachial neuritis. Various degrees of this 
condition might be present. In certain cases the 
cervical ribs do not give symptoms and here again 
the nerve roots may make their exit high and so 
escape pressure. If their exit be low or normal, pain 
will ensue. 

The author takes up the symptomatology and 
reports the thirty-one cases in detail. The con- 
clusions are as follows: 

1. Cervical ribs are congenital deformities 
rarely causing symptoms until adolescence or later. 

2. The deformity is usually bilateral (twenty- 
four out of thirty-one cases) and is more common in 
women than in men (twenty-two females and nine 
males). ) 

3. The size of the cervical rib is not the index 
to the symptoms. 

4. It is estimated that only 1o per cent of cer- 
vical ribs cause symptoms. Out of the thirty-one 
cases in this report, eighteen gave no symptoms. 

5. Brachial neuritis may be caused by cervical 
ribs. This neuritis may be caused by a lack of 
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harmony (embryologically) between the first dorsal 
rib and the site of exit of the roots of the nerves. 
The roots of the nerves may have their exit low and 
be subjected to pressure by a normal first dorsal 
rib or they may have a normal position and the first 
rib be high. We have had one case of brachial 
neuritis associated with tuberculous glands of the 
neck when during the course of the removal of the 
glands the first rib was seen to be high and to 
impinge on the nerves. It was removed with com- 
plete relief from symptoms. 

6. The theory of the difference in the site of exit 
of the nerve roots may explain the lack of symptoms 
in certain patients having well developed cervical 
ribs, whereas other patients with smaller cervical 
ribs give pronounced symptoms. 


Crowther: Aberrant Goiter of the Submaxillary 
Space (Sur un cas de goiter aberrant de la loge sous- 
maxillaire). Riforma med., 1913, Xxix, 232. 


By Journal de Chirurgie, 


- The submaxillary space is rarely the site of 
tumors of thyroidal nature. Only nine cases appear 
in the literature. Those of Eiselberg, Payre and 
Martina, who have two cases each; Socin, Lenzi, 
Reich, Heynier, Feldmann, each of whom have 
reported one case. The author reports a tenth case 
under the following conditions: The patient was a 
woman 45 years of age. At the age of 32, following 
an attack of angina, she stated that a circum- 
scribed tumefaction appeared in the right sub- 
maxillary space. At that time the tumor was round, 
mobile, and the size of asmallnut. During the last 
three years it attained the size of a mandarin. It 
lay at the horizontal ramus of the maxillary bone 
and reached to its angle. In front it reached the 
median line of the neck, and below it extended to 
the hyoid bone. The skin which covered it was 
freely movable. The tumor was non-painful, elastic, 
and of a cartilaginous hardness at its posterior pole. 
It was mobile and attached only at the borders of 
the submaxillary space. It was not evident on the 
floor of the mouth, but by combined palpation one 
could feel it in this place. The left side of the space 
and the rest of the neck wasnormal. The right lobe 
and the isthmus of the thyroid gland were palpable 
and slightly enlarged. A diagnosis of mixed tumor 
of the maxillary gland was made and the patient 
operated. On opening the space this gland was 
found to be normal and lying below and behind the 
tumor; the latter was found to be enveloped in a 
very vascular capsule and to be covered anteriorly 
and above by the great hypoglossus. It was easily 
enucleated since only a vascular pedicle attached it 
to the surrounding tissue. 

This tumor was of a brownish-red color with a 
smooth surface covered by several deep furrows. 
On its posterior aspect a yellowish-white nodule of 
cartilaginous consistency was present. The cut 
surface showed a number of cysts of various size. 
The hardest part of the tumor seemed to be com- 
posed of a calcified fibrous tissue. Histologically, 


areas of normal thyroid structure with cavities lined 
with regular cuboidal epithelium filled with colloidal 
substance were present. At other points tissue like 
that of cystic goiter was present. 

Clinically, the tumor was very difficult to diag- 
nose. In one case only, that of Lenzi, could a diag- 
nosis be made before operation; but in this case the 
tumor was only secondarily in the submaxillary 
space. It occupied the greater part of the median 
subhyoid region and accompanied a tumor at the 
base of the tongue. 

In the author’s case there was not a trace of 
extension of the thyroid from its normal locality. 
In cases of this variety, and they are numerous, it 
is not uncommon to see myxoedema appear after 
removal. AMEUILLE. 


Wilson: The Pathology of the Thyroid Gland in 
Exophthalmic Goiter. Tr. Ass. Am. Physicians, 
1913, May. By Surg., Gynec. & Obst. 

Wilson, continuing his previously reported studies 
on the thyroid, has recently reviewed the pathology 
of the thyroids from 1208 patients operated on in 
the Mayo Clinic for conditions ordinarily diagnosed 
exophthalmic goiter, from January 1, 1905, to 
January 1, 1913, and also as controls of the thyroids 
from 585 patients operated on in the same clinic for 
conditions ordinarily diagnosed simple goiter, during 
the year 1912. Besides studying the gross speci- 
mens, he has made a detailed analysis of the histol- 
ogy of the glands in fixed tissues and tabulated and 
summarized the results of his study to determine the 
relationship of the pathology of the thyroid to the 
clinical condition of the patient. His conclusions 
are as follows: 

1. A detailed pathologic study of fixed-tissue 
preparations from 1208 thyroids, removed from pa- 
tients whose condition would ordinarily have been 
diagnosed exophthalmic goiter, showed that 79 per 
cent of the thyroids contained large areas of marked 
primary hypertrophy and hyperplasia.. A parallel 
clinical study has shown that for a period of three 
years all cases with true exophthalmic goiter, and 
from whom gland tissue was removed, fall into this 
list. 

2. In the above series of 1208 so-called “‘exoph- 
thalmic goiters” plus 585 so-called “‘simple goiters”’ 
or a total of 1793 thyroids, but four instances of 
marked primary hypertrophy and hyperplasia of the 
parenchyma have been noted in cases which did not 
show clinical symptoms of true exophthalmic goiter. 
Three of these four patients were children. 

3. Twenty-one per cent of the 1208 glands studied 
were either regenerations or adenomata. Clinically, 
while all of these were markedly toxic, all were 
chronic and none of them would now be grouped 
clincally as true exophthalmic goiter. 

4. By assuming that the symptoms of true exoph- 
thalmic goiter are the results of an excretion from 
the thyroid gland and by attempting to determine 
the amount of such excretion from the pathologic 
data, one is able to estimate in a large series of cases 
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the clinical stage of the disease with about 80 per 
cent of accuracy, and the clinical severity of the dis- 
ease with about 75 per cent of accuracy. 

5. It would therefore appear that the relationship 
of primary hypertrophy and hyperplasia of the 
parenchyma of the thyroid gland to true exophthal- 
mic goiter is as direct and as constant as is primary 
inflammation of the kidney to the symptoms of 
true Bright’s disease. 


Jacobson: The Thyrogenic Origin of Basedow’s 
Disease. Ann. Surg., Phila., 1913, lvii, 341. 
By Surg., Gynec. & Obst. 

A review of the literature is presented to contrast 
the theories of hyperthyroidism and dysthyroidism 
as causative factors in Basedow’s disease, based on 
experimental and clinical observations. 

Marine and Lenhart have come to the conclusion 
that the involvement of the gland is only a part of a 
general disease and is therefore only symptomatic 
and that its enlargement is compensatory depending 
on functional insufficiency. Carlson is inclined to 
regard the thyroid structural changes in Basedow’s 
disease as an evidence of altered secretion rather 
than increased secretion. Klose regards the condi- 
tion as a dysthyroidism, as the injection of extracted 
juices of Basedow goiters into animals produced 
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Gussew: A Case of Hypertrophy of the Mammary 
Glands (Ein Fall von Hypertrophie der Brustdrii- 
sen). Gyndk. Rundschau, 1913, vii, 131. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

This anomaly of the breasts is hardly mentioned 
in the text books. It is usually divided into two 
groups: (1) the permanent hypertrophy appearing 
with puberty. (2) the periodic hypertrophy which 
occurs during pregnancy and disappears during the 
first months after labor. The author cites a case. 

The patient, 25 years old, had an extreme hyper- 
trophy of the breasts, especially the left one which 
was hung down to the navel. Circumference of the 
left breast in the middle was 52 cm., length from the 
fourth rib to the apex was 26 cm. Circumference 
of the right breast in the middle was 46 cm., length 

21 cm. The breasts were very much enlarged at 

the beginning of the first menstruation and had not 

increased in size during the last ten years or during 
the pregnancy. Milk was secreted in small amounts. 

The breasts never interfered with daily work. She 

refused every treatment. R. CHapuls. 


Deaver: Review of 534 Operations on the Mam- 
mary Gland. J. Am. M. Ass., 1913, lx, 795. 
By Surg., Gynec. & Obst. 


Deaver discusses the problem of mammary tu- 
mors, especially from the standpoint of prognosis, 
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symptoms of the disease. He found that intrave- 
nous injection of potassium iodide in dogs produced 
asimilar reaction. Bircher believes that the thymus 
gland plays an important réle in relation to Base- 
dow’s disease. as implantation of thymus gland 
intraperitoneally caused typical Basedow symptoms 
— Garre, Copelle and others suggested this work by 
reporting the clinical improvement in Basedow 
following thymectomy. Baruch caused _ experi- 
mental Basedow’s disease by injection of an emul- 
sion of ordinary colloid or parenchymatous goiter. 
The author calls attention to the well-known artifi- 
cial production of Basedow’s disease by iodine or 
thyroid extract, extract indication in certain cases, 
and cites Von Notthoft’s interesting case. Viewed 
from a pathological standpoint every case of Base- 
dow’s disease is accompanied by an enlargement of 
the thyroid gland. From the microscopic anatomic 
viewpoint, Kocher, Wilson and McCarthy and 
others have described typical histological pictures 
which are characteristic of definite stages of the 
disease. The appearance of Basedow’s symptoms 
in presence of tumors or inflammation of the thyroid 
speak strongly for the thyrogenic origin of the 
disease, as do the results of treatment of the disease 
by surgical interference where there is a percentage of 
cure varying from 65 to 75 percent. V.C. Davi. 


THE CHEST 


basing his opinions on a statistical study of 534 
operations on the breast. The author draws a 
parallel between the reduction of the primary opera- 
tive mortality from 25 per cent to 1 per cent with 
the introduction of asepsis and antisepsis, and the 
reduction of the percentage of local recurrences 
from 65.5 per cent to 6 per cent with the general 
adoption of the Halsted principles of extensive dis- 
section. Notwithstanding this, he sounds a pessi- 
mistic note in the modern operative results, and firm- 
ly establishes this on the ground of late operative 
interference. Of the last 200 operative cases of 
cancer of the breast admitted to the wards of the 
German Hospital, 31 had extensive ulceration and 
metastasis; and the after results confirm the observa- 
tions of others that these conditions bespeak the 
hopelessness of surgical cure. The average length 
of time the disease had existed, as estimated from 
the time of appearance of the first signs of trouble 
with the breast, was thirty months. In the cases in 
which the patients were well three or more years 
after radical treatment, sixteen months had elapsed 
on the average before operation. 

Alterations in the normal fibro-epithelial relation- 
ship, of bacterial, traumatic, involutionary or other 
cause, is almost invariably the precursor of malig- 
nancy, and it is only at this stage that the success of 
an operation is assured, for with the intervention of 
malignancy, in no case can the limitations of the 
disease be foretold. As regards diagnosis, the author 
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says: “When a positive diagnosis of mammary 
carcinoma can be made, the hope of operative cure 
is often in vain, for the classical signs are usually 
unmistakable evidence of extensive metastasis.”’ 
A table of the physical signs in this series follows, 
and the possibility of cure based on these findings is 
indicated in a table taken from Greenough’s studies. 
Of the author’s patients well three or more years 
after operation, only 12 per cent had had retraction 
of the nipple and 18 per cent attachment of the tu- 
mor to the skin, but in no instance was the tumor 
attached to the pectoral fascia. Of 59 cases dying 
of early recurrence, 90.9 per cent had palpable 
axillary lymph node involvement. Of 16 cases 
living after the three-year limit, 25 per cent had 
palpable lymph nodes in the axilla. 

The initial symptom in 78 per cent of the malig- 
nant cases and in 86 per cent of the benign cases was 
a lump, causing as a rule no discomfort, and usually 
discovered accidentally. Pain was frequently com- 
plained of in the late stages of the disease but 
occurred in only g per cent of the cases as the initial 
symptom. The location of the various types of 
tumors is graphically shown, with the majority 
involving the upper-outer quadrant. Axillary 
lymph nodes palpably enlarged in the presence of a 
mammary growth are not absolute evidences of 
metastasis. This condition complicated 4.5 per 
cent of the benign cases in which microscopic study 
showed the absence of malignancy both in the 
tumor and in the glands. The microscope proved, 
furthermore, the absence of metastasis in 6.5 per 
cent of the 37 per cent of malignant cases in which 
axillary enlargement was noted on palpation, al- 
though in 62 per cent of the cases in which no men- 
tion is made of involved axillary nodes, metastasis 
was found microscopically. The author advises 
complete removal of the pectoral muscles and 
fascia, together with the axillary tissues, and con- 
siders in this connection the various routes of carci- 
nomatous extension from the breast. He advocates 
removal of those digitations of the serratus magnus 
muscle arising from the fifth and sixth ribs when the 
tumor occupies the lower outer quadrant of the 
breast. The primary operative mortality in the 
series was .056 per cent. Endocarditis fatally com- 
plicated a simple excision of a small benign tumor; 
the remaining two fatal cases died of uremia and 
pneumonia respectively, after the radical operation 
for carcinoma. The end results in 119 cases were 
as follows: Of the patients with fibro-epithelial 
tumors, 44 have been traced, and of these 41 have 
remained well for an average period of six years; 2 
patients have had operations for similar tumors in 
the opposite breast, and one case diagnosed as fibro- 
adenoma both clinically and microscopically had 
early malignant degeneration of the breast and died 
of recurrence after radical operation. Sixteen out 
of 75 cases of carcinoma, or 21.3 per cent, have passed 
the three-year limit and are free of recurrence 
for an average of 7 years; 37 died of recurrence and 
4 from causes other than cancer; 6 others have re- 


currence at the present time, while the remaining 
patients are apparently well, though sufficient time 
has not elapsed to make this certain. The author 
concludes that approximately one patient in five is 
permanently relieved of the disease by radical ex- 
cision. His attitude is one of disfavor to wider exci- 
sion than the original Halsted procedure, and he 
expresses the belief that markedly improved results 
of operative treatment can alone restore a waning 
confidence in the surgery of mammary cancer. This 
desideratum can be attained, he states, when our 
efforts are directed to an educational campaign that 
will result in bringing the patients to operation with 
the disease localized to the primary focus, rather 
than in the direction of elaboration and extension of 
the operative procedure. His concluding words 
are as follows: ‘‘When popular opinion demands 
immediate operation on the discovery of a lump in 
the breast; when physicians are taught to think of 
breast tumors in terms of operability, and when 
misguided humanitarianism no longer prompts the 
surgeon to attempt injudicious operations, the pres- 
ent lack of faith in the surgery of this disease will 
give way to a healthy optimism.” 


Molineus: Cleidoplastic Operation Using the 
Spina Scapulea (Cleidoplastik aus der Spina scap- 
ulae). Deutsche Ztschr. f. Chir., 1913, cxxi, 180. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Aiter a short introduction, in which the operating 
procedures up to the present are mentioned, the 
author describes a new method for the replacing of 
a resected clavicula from the spina scapula, which 
was used, with good functional results, in two cases. 
In both cases there was a tumor in the peripheral 
portion of the clavicle. 

Method of operation: An epaulette-shaped in- 
cision is made beginning about a hand-breadth away 
from the spinal column, over the spina scapule, and 
extending around the shoulder and below the clavi- 
cle, up to the sternum. The clavicle is then freed 
and resected after severing the muscle insertions. 
This is followed by a freeing of the M. supra- and 
infraspinatus, and chiseling off of the spina, which 
is turned about its acromial end and fastened to the 
stump of the clavicle by two wire stitches. 

The only difficulty presented in either case by the 
operation was the freeing of the clavicle since in both 
cases the tumor had surrounded the large vessels. 

Von TAPPENHEINER. 


Karajannopoulos: Epithelial Tumors of the 
Clavicle (Tumeurs épitheliales de la clavicule). Bull. 
Ass. frang. pour Vétude de cancer, 1912, v, go. 

By Journal de Chirurgie. 


Karajannopoulos reports a case of an epithelioma 
of the clavicle probably secondary to one of the 
digestive tract. The case was in the service of 
Delbet. There was no autopsy. 

The case was that of a woman, 42 years old, who 
had suffered for one year with a severe pain in the 
shoulder which was described as rheumatic. On 



























































12 INTERNATIONAL ABSTRACT OF SURGERY 


examination, a round hard tumor was found at the 
middle third of the right clavicle and two similar 
tumors at the inner third of this bone. These 
tumors were painful to touch and were apparently 
the cause of the spontaneous pain in the shoulder. 

There had been several attacks of severe burning 
sensations and pain in the epigastrium with vomit- 
ing. The vomitus was foamy and not discolored 
and there was no hematemesis or tarry stools. 
There was a diarrhea. 

For two months there were symptoms of pressure 
on the right brachial plexus, the patient being unable 
to use the'right hand or move the arm across the 
body. The general health of the patient was 
affected and she was very emaciated. 

Operation: Total extirpation of the right clavicle 
and the tumor was accomplished with difficulty on 
account of the tumor’s being adherent to the internal 
jugular, subclavicular and brachiocephalic veins. 
Normal recovery. 

The outer third of the bone was normal. The 
middle third of the bone was invaded with the 
neoplasm except on its inferior surface. The inner 
third was completely destroyed by the tumor. 

The neoplasm was firm, homogeneous, gray with 
brown mottlings. Histologically, it was a branching 
epithelioma in parts of which the cells were arranged 
in glands and in other parts there was a diffuse 
infiltration of the stroma with cancer cells. The 
cuboid or low cylindrical cells did not stain with 
mucocarmine. This appeared to be a cancer second- 
ary to a gastric carcinoma but the absence of an 
autopsy made it impossible to confirm this diagnosis. 

Karajannopoulos reports five other cases of car- 
cinoma of the clavicle. Two of these, reported by 
Delbet, were secondary to malignant tumors of the 
liver. Two other cases secondary to carcinomas of 
the thyroid were reported by Legueu and Guibe 
and Malperine. Finally Estor and Massabran 
reported a case of a primary cystic teratoma of the 
clavicle. 

Delbet remarks that in the three cases of car- 
cinoma of the clavicle which were secondary to 
abdominal cancers, two of the liver, one probably 
of the stomach, the inner part of the right clavicle 
was always affected. This is probably not a mere 
coincidence though our knowledge of the blood and 
lymphatic drainage of the clavicle is not sufficient 
to explain the phenomenon. JEAN CLUNET. 


Smith: The Congenital Absence of Ribs; Report 
of Case with Complete Absence of the Left 
Seventh and Eighth Ribs. J. Am. M. Ass., 1913, 
Ix, 895. By Surg., Gynec. & Obst. 


Smith mentions nine cases in the literature show- 
ing complete absence of one or more ribs. Few of 
these cases were subjected to an X-ray or post- 
mortem examination, so it is possible that non-pal- 
pable rudiments of ribs may have been present in 
some of them. He reports the following case: 
Female, died on the eighth day. A post mortem 
showed the cause of death to be pneumonia. The 








thorax was normal on the right side. On the left 
side the rst, 2d and 3d ribs were normal, except 
that they seemed jammed together and compressed 
laterally. The 4th and sth ribs were fused together. 
At the costochondral articulation this bony structure 
became broader and was attached to the sternum 
by two cartilaginous bands. About 1.5 cm. of the 
6th rib attached anteriorly to the same length of 
cartilage was found in the thoracic vertebral column 
or sternum. The 7th and 8th ribs and their carti- 
lages were entirely absent. The spinal column was 
defective on the left side at the level of the 6th and 
7th ribs and was covered with smooth pleura at the 
place where these ribs should normally be attached. 
The oth, roth, 11th and 12th ribs were floating. 
The ziphoid process was bifid. A slight scoliosis, 
with convexity to the right, was present. In addi- 
tion were found: A scaphoid scapula, patent ductus 
arteriosus, open foramen orale, syphilitic periarteri- 
tis in nearly all the viscera and double central canal 
of spinal cord in the thoracic region. L. G. Dwan. 


Brown and Krause: The Uncertainties of the 
Treatment of Pulmonary Tuberculosis by 
Artificial Pneumothorax; Report of a Fatal 
Case, with Autopsy. Tr. Ass. Am. Physicians, 
1913, May. By Surg., Gynec. & Obst. 


The introduction of nitrogen into the pleural 
cavity, although a simple procedure, is not synon- 
ymous with successful treatment by artificial 
pneumothorax. The authors emphasize the dan- 
gers and complications that accompany the treat- 
ment and report two fatal cases, with autopsy 
findings in one. 

Pleuritic effusion is the most frequent complica- 
tion. In about 50 per cent of cases it is demon- 
strable. Some believe that tubercle bacilli are 


.always found in the effusion but Brown has demon- 


strated them in two cases only. The authors believe 
that the chilling of the pleura following collapse of 
the lung may have something to do with the for- 
mation of an effusion. A marked effusion increases 
the difficulty of collapse therapy. It increases intra- 
pleural tension, glues the surfaces of the pleura 
together and the lung expands and resists further 
efforts at collapse. 

Empyema may supervene upon an effusion. The 
authors have had two instances of this. In one case 
each time pus was withdrawn pus was forced along 
the track of the needle by the cough and formed 
what appeared like cold abcesses. Tubercle bacilli 
were found in this purulent effusion. 

Subcutaneous emphysema may cause much dis- 
comfort. A patient with a violent cough’may force 
the gas into the subcutaneous or mediastinal tissues, 
outside the parietal pleura, or into the deep tissues 
of the neck. 

Pleuritic adhesions are frequent. The degree of 
negative pressure that is registered when the needle 
is first inserted into the pleural cavity indicates in a 
general way the extent of the adhesions but tells 
nothing of their tenacity. The negative pressure is 
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due to the elastic recoil of the lung and propor- 
tionately as it is exerted upon adhesions it is reduced 
in that part of the pleural cavity that is free. 

On account of the adhesions the number of 
patients suitable for collapse therapy is small. Of 
twenty-two patients, Brown could produce no 
collapse in eight; a partial collapse in six, and a com- 
plete collapse in eight. Partial collapse may be pro- 
ductive of good results. ; 

Dyspneea following injection may be due either 
to quick collapse of the lung or the introduction of 
too much gas. Withdrawal of the gas may be 
necessary in some cases. 

Pain in the chest from the presence of loosening of 
adhesions may be very severe and require morphine. 

Pleural shock and gas embolism may threaten 
life. In pleural shock the patient grows pale and 
faint, vomits, and may lose consciousness. It occurs 
as the needle passes through the pleura and can be 
avoided by careful cocainization. Gas embolism 
practically never occurs when the injection is made 
under manometric control. 

Disease in the non-collapsed lung may advance 
and it should be closely watched and the advantage 
and disadvantage of continuing the compression 
weighed. 

The two deaths among Brown’s cases were due 
in part to spontaneous pneumothorax of the partially 
collapsed lung. 

In one, a woman, aged 40, had bilateral advancing 
tuberculosis. Collapse of the right lung held the 
process in abeyance for a while but in a short time 
the process advanced in the left lung and gas in- 
jections were discontinued. Two months later the 
patient felt a sharp pain in the right lung and 
became dyspnoeic and cyanotic. A needle was 
introduced and pressure reduced from +10 to —3 
cm. But it quickly rose again and although the 
process was repeated several times it produced no 
permanent effect upon the intrapleural tension. 
The patient died two days later. 

The other case was a woman, aged 26, who from 
March, 1910, had slow but steadily progressing 
trouble. On admittance to hospital in September, 
1910, she had extensive involvement on right and 
compensatory with fibroid changes in the left. 
In March, 1011, collapse therapy was begun and 
kept up until April, r912. It resulted in a reduced 
cough and expectoration and lessened temperature, 
which in December, tg11, reached normal. But 
the temperature later rose and the weight steadily 
declined. A change of environment was ordered. 
She then presented signs of a partial pneumothorax 
with hippocratic succussion to apex and base. On 
the left a few rales were present. On June 6th, 150 
cc. nitrogen were injected and pressure left at +20. 
At intervals thereafter 150 to 200 cc. nitrogen were 
injected and pressure left at +18 to +20. On 
January 6, 250 cc. were injected (pressure +25), 
and that night patient complained of sharp pains 
in right lung and wheezing. Examination showed a 
snoring rhonchus on the whole side with maximum 


intensity in fourth i. s. Amphoric breathing replaced 
the former distant breathing. Later, 200 cc. of 
pus were aspirated, which contained large numbers 
of tubercle bacilli. The patient died February 3. 

At autopsy it was found that the right lung was 
thoroughly collapsed and lay in the vertebral gutter. 
The thoracic cavity contained 500 cc. of thick, 
yellowish fluid. Thick, fingerlike bands ran from 
the collapsed lung to the chest wall in the upper part 
of the thoracic cavity. On removal, the lung ap- 
peared as a shrunken, tough, leathery piece of tissue, 
covered with an enormously thickened pleura. 
Lobe distinctions were lost. What was probably the 
upper lobe was now a cavity. Two slitlike holes 
communicated with the bottom of the cavity and 
probably were the points where the pleura was 
ruptured intra vitam. Section of the lung showed 
compact tissue of mottled, reddish black appear- 
ance. Tubercles were numerous, some undergoing 
organization and many almost completely healed. 
Macroscopic examination of part of the lung showed 
no gross tuberculosis; microscopically, showed 
almost wholly granulation tissue. There were many 
microscopic tubercles and much pigment. 

The left or uncollapsed lung was voluminous and 
showed diffuse tuberculous process which differed 
in age in different parts of the lung, the oldest spots 
being in the immediate neighborhood of the inter- 
lobar fissure. The lung was remarkably free from 
extraneous pigment. 


TRACHEA AND LUNGS 


Wolff: Operation for Pulmonary Embolism after 
Trendelenburg (Operation der Lungenarterienem- 
bolie nach Trendelenburg). Mainchen. med Wchuschr., 
1913, lx, 781. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The patient could not be saved, as the heart 
beat had ceased even before the embolus could be 
removed. Cardiac massage, artifical respiration, 
etc., failed. In most of these cases the diagnosis is 
very difficult. ‘The question of interference will be 
even more difficult as even serious cases of embolus 
recover when treated conservatively. Rehn con- 
siders it safer to compress the vena cava manually 
when opening the pulmonary artery than to use 
elastic constriction, suggested by Trendelenburg, 
because by the latter method cardiac dilatation is 
more apt to occur. In all cases developing marked 
cardiac dilatation after this procedure, the heart 
will have to be exposed by section of the lower ribs. 
This will facilitate direct cardiac massage if required 
later. RUNGE. 


HEART AND VASCULAR SYSTEM 


Stewart: Five Cases of Suture of the Heart. Jr. Am. 
Surg. Ass., 1913, May. By Surg., Gynec. & Obst. 
Case1. Symptoms ofacute anemia and hemopneu- 
mothorax. Stab wound of left ventricle, three 
fourths of an inch long; continuous silk suture. 
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Ligation of the descending branch of the left coro- 
nary artery near its origin. Drainage of the peri- 
cardial and pleural cavities. Pyopericardium and 
pyothorax. Recovery. Death five years later from 
pulmonary tuberculosis. At autopsy the wall of the 
left ventricle was the seat of interstitial myocarditis, 
and in one place near the apex greatly thinned. 

Case 2. Symptoms of acute anemia and hemo- 
pneumothorax. Stab wound of the left ventricle, 
half inch long. Continuous silk suture. Suture of 
the pericardium, drainage of the pleural cavity. 
Pyothorax. Recovery. Patient still well four 
years and three months after injury. 

Case 3. Symptoms of compression of the heart. 
Pleura not injured. Stab wound of right auricle, 
one fourth inch long. Continuous catgut suture. 
Closure of pericardium. Pleura not opened during 
operation. Recovery without pyopericardium or 
pyothorax. Patient well after two years. 

Case 4. Symptoms of acute anemia and hemo- 
pneumothorax. Stab wound of left ventricle, one 
inch long. Continuous catgut suture, closure of 
pericardium, drainage of pleural cavity. Death in 
forty-one hours. Autopsy: pyothorax, purulent 
pericarditis, acute infective myocarditis, acute 
vegetative endocarditis. 

Case 5. Symptoms of acute anemia and hemo- 
pneumothorax. Stab wound of right ventricle, 
one half inch long. Continuous catgut suture. 
Closure of pericardium, drainage of pleural cavity. 
Death in one hour. Autopsy: wound passed into 
right ventricle, then through the septum into the 
left ventricle. Both ventricles were hypertrophied 
and the mitral valves were badly diseased. 

Attention is called to the relatively slow pulse in 
the author’s cases. In three it was 100 or below, in 
one 108, and only 130 in the case with the highest 
count. The amount of external bleeding was never 
more than a trickle. This is accounted for partly 
by the valvular nature of the wounds. It is impos- 
sible with a single thrust of a narrow-bladed knife 
to create a channel from the skin to the heart that 
will remain straight. So soon as the patient lies 
down the skin glides upwards an inch or more and 
the heart likewise ascends. If the pleural cavity is 
at the same time opened the heart is displaced 
farther by the resulting pneumothorax. In addition 
to the influence of this angulation of the tract in 
retarding the outward escape of blood, external 
hemorrhage is apt to be insignificant because the 
blood finds one, and usually two, reservoirs, viz., 
the pericardial and pleural cavities, into which it 
may flow unhindered. On the other hand, a bleeding 
intercostal or internal mammary artery unassociated 
with a wound of the pericardium or pleura may give 
rise to considerable external hemorrhage, because, 
aside from the cellular tissue, there is no place in 
which the blood can accumulate. 

There are no pathognomonic symptoms of a 
wound of the heart; even hemopericardium may be 
due to a wound of the pericardium alone or to a 
wound of one of the heart vessels at the base of 





the heart. The diagnosis can be assured only by 
exploration, which should be done in all cases in 
which there is the slightest suspicion of a wound of 
the heart. 

In five cases of wound of the pericardium, the 
author has explored the heart without finding a 
wound in that organ, although in three cases the 
pericardium was injured and in one the heart was 
contused. In two other cases in which a wound 
of the heart was suspected the wound did not 
penetrate the thoracic wall. 

Technique of operation: Iodine disinfection of the 
skin, excision of the cutaneous wound, digital explo- 
ration. Formation of a chondroplastic flap, the size 
and shape depending upon the situation of the 
external wound and the amount of room necessary 
to expose and suture the wound in the heart. So 
long as there is a pneumothorax it makes little 
difference whether this flap is reflected towards the 
right or the left. If the pleura is intact, however, 
it should be preserved from injury; this is best done 
by turning the flap to the left, and pushing back the 
unopened pleura from the pericardium, as was done 
in Case 3. Enlargement of the pericardial opening 
in the axis of the heart, discovery of the wound in 
the heart by palpation. Inspection in the cases 
cited above was useless until the bleeding had been 
controlled temporarily by digital compression and 
the blood removed by sponging. With the finger on 
or in the cardiac wound a suture is inserted which 
is used as a tractor while the rest of the wound is 
closed. In two cases the wound was approximated 
with forceps during the suturing; this greatly facil- 
itated the operation, but in one case the pulsations 
of the heart fell from 108 to 52 and the patient 
ceased breathing for a short time. A continuous 
suture is quicker than interrupted sutures, presents 
fewer knots on the surface of the heart, and less 
opportunity for leakage between the points of in- 
sertion. Catgut is the best material. In one case 
in which silk was used, a sinus persisted until the 
silk was discharged. In three instances additional 
sutures were needed to control the bleeding, once 
because of spurting from the needle punctures 
(wound of right auricle), once to tie a large branch 
of the coronary which ran into the wound, and 
once to tie the descending branch of the left coro- 
nary near its origin, where it had been accidentally 
wounded by the needle. This case of ligation of the 
left descending coronary artery is of considerable 
importance in view of the statements of some 
physiologists regarding the fatal effect of suspen- 
sion of its function. The patient recovered and was 
apparently not inconvenienced by the obliteration 
of his coronary artery. At the autopsy, however, 
five years later, it was found that the wall of the left 
ventricle was the seat of intersitial myocarditis and 
in one place near the apex greatly thinned. It is 
recommended that all blood be removed from the 
pericardial and pleural cavities and that these cav- 
ities be closed without drainage. Drainage favors 
infection. If suppuration occurs later in either of 
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these cavities a drain can then be inserted. It is 
recommended also that the Auer-Meltzer in- 
sufflation apparatus be used during operation, or if 
the insufflation apparatus is not at hand that the 
thorax be closed completely and the air withdrawn 
from the pleural cavity by aspiration. The only 
discernible objection to this course is the possibility 
that distention of or suction upon the lung might 
renew or increase the bleeding from a wound in the 
lung. The importance of an air-free pleural cavity, 
however, cannot be overestimated. The large 
volume of air in the pleural sac contains a great 
number of bacteria, and these settle on the pleura 
and give rise to infection. In a recent case of 
exploratory thoracotomy forastab wound of the lung, 
the wound in the lung and in the thoracic wall were 
closed, and as much air as possible aspirated from 
the pleural sac; recovery followed without empyema. 


Harrigan: Temporary Arrest of the Heart Beats 
Following Incision of the Pericardium for 
Suppurative Pericarditis. Ann. Surg., Phila., 
1913, lvii, 367. By Surg., Gynec. & Obst. 


Harrigan felt warranted in reporting this case, 
not only on account of the rarity of an operation for 
suppurative pericarditis but because the temporary 
arrest of the heart on incision of the pericardium 
might have a physiological significance vital to the 
development of the technique of cardiac surgery. 

The condition occurred in a thin, poorly nourished, 
anemic child aged 11 years. The purulent peri- 
carditis along with an empyema developed secondary 
to a subperiosteal abscess of the femur. Symptoms 
pointing to pericardial effusion led to an aspiration 
of the pericardial sac. Three ounces of purulent 
fluid under considerable pressure were withdrawn 
when flow ceased. Immediate operation was decid- 
ed upon. Ether-oxygen narcosis was used, and 
mediastinum opened by resection of 114 inches of 
fifth rib. Pericardium was deeply placed and some 
difficulty was encountered in fixing it previous to 
making incision. Upon opening the pericardial sac a 
large quantity of pus was forcibly ejected. The 
heart, deeply placed within the pericardial sac, lay 
absolutely motionless. It was not determined 
whether the heart was in systole or diastole. The 
duration of the cessation was not timed. When an 
attempt was made to introduce a gauze drain into 
the pericardium, the heart began to beat, and within 
a minute the action became tumultuous. The 
child survived the operation several days. 

The author concluded that it seemed logical to as- 
sume that there exists a physiological association be- 
tween the pericardium and myocardium, and that 
stimulation the former causes a disturbance in the 
rhythmic activity of the heart. R.W. McNEaty. 


Meyer: The Surgery of the Pulmonary Artery. 
Tr. Am. Surg. Ass., 1913, May. 
By Surg., Gynec. & Obst. 


The main trunk of the pulmonary artery is easily 
accessible within the pericard after incision of the 
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latter and pulling the pulmonary artery plus as 
cending aorta forward by means of an elastic tube, 
which was conducted through the transverse sinus 
of the pericard. Five years ago Trendelenburg 
recommended the operative removal of pulmonary 
emboli. He resected the left second rib with the 
help of a double skin muscle flap formation and thus 
got sufficient access to the pericard and pulmonary 
artery. The elastic tube compressing both vessels 
is held by an assistant, the pulmonary artery is 
incised, and the emboli are removed with forceps. 
The vessel wound is then closed by sutures. Accord 
ing to personal communication (December, 1912), 
Trendelenburg and his assistants have done the 
operation twelve times. No permanent recovery 
was seen so far, but the results were encouraging. 
One patient of Kriiger lived four days after the 
operation and then died of pleuro-pneumonia. 

The two arteries cannot be compressed longer 
than forty-five seconds. Liawen and Sievers of the 
Leipzig clinic have found that the compression of 
the two vene cave is better borne, evidently on 
account of avoiding the distention of the right 
heart. In doing this, six or eight minutes are at the 
operator’s disposal. The author hopes that the 
future will see a number of these patients saved by 
operation. 

The second operation considered is the ligation 
of branches of the pulmonary arteries for bronchi- 
ectasis. It was recommended by Sauerbrush and 
Bruns two years ago. The pathology of the disease 
and technique of the operation are briefly gone over 
and the history of three patients given who were 
operated upon by Meyer in this way. All three 
recovered and are greatly improved so far. The 
interruption of the physiologic function of the lobe 
of the lung produces shrinkage, connective tissue 
formation, and adhesion between pulmonary and 
costal pleura. Multiple resection of ribs done at a 
second stage produces collapse of the lung later on. 

At the present time the author has two patients 
under his care in whom it seems desirable to in- 
fluence all three lobes of the right lung. A more 
central ligation of the pulmonary artery seems better 
for the purpose. Experimental work has been done 
in this direction. The main trunk of the left and 
right pulmonary artery can be ligated without harm 
to the animal. The left branch is nicely accessible 
within the pericard by reflecting a part of the latter 
or right outside of the pericard, according to anatom- 
ical conditions. Ligation of the right branch is 
more difficult. According to Meyer’s observations, 
the best procedure is the exposure and ligation of 
the right pulmonary artery within the pericard 
between ascending aorta and superior vena cava. 
Another approach is to the division of the right pul- 
monary artery through an incision outside of the 
vena cava superior. The experimental work on this 
latter approach has not yet been completed. The 
advisability of ligating the main branch or its 
divisions is discussed. 

If it should be shown that pulmonary shrinkage 
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and collapse therapy of the lung do not cure or at 
least greatly improve the trouble, pneumectomy 
will become the operation of choice, since we have 
learned to close the bronchus airtight. 


Sauerbruch: The Influence of Artificial Paralysis 
of the Diaphragm upon Pulmonary Diseases; 
Phrenecotomy (Die Beeinfliissung von Lungener- 
krankungen durch kiinstliche Lihmung des Zwerg- 
fells; Phrenikotomie). Miinchen. med Wcehnschr., 
1913, Ix, 625. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author performed the extrapleural thoraco- 
plastic operation for tuberculosis in fifty-eight cases 
with only two cases of post-operative pneumonia of 
the inferior lobe; he describes these as aspiration 
pneumonias, differing entirely from the views of 

Wilms. In neither of these cases did he do a pre- 

liminary or a simultaneous compression-operation 

on the inferior lobe of the lung. This fact and the 
belief that the thoracoplastic measures to be 
adopted must be extensive, despite the healthy con- 


dition of the inferior lobe, led the author back to 
earlier studies, viz., the attempts to place the 
diaphragm in the position of its maximal expiratory 
movement by phrenecotomy, in order to produce 
a position of rest for the lung, with compression and 
connective tissue proliferation. Bardenheuer did 
this operation at the suggestion of Stiirtz in a case 
of bronchiectasis. The recently published studies 
of Schepelmann concerning the artificial paralysis 
of the diaphragm induced the author to report his 
not yet completed experiments in five cases, earlier 
than he had intended. It is not difficult to locate the 
phrenic nerve by an incision, 10 cm. in length, 
along the posterior border of the sternocleido- 
mastoid muscle. The nerve is 3 mm. in thickness 
and is easily found lying on the scalenus anticus 
muscle. Consequently, the author suggests doing 
the phrenecotomy at the location of the preliminary 
compression of the inferior lobe of the lung. He 
also claims the operation to be applicable in cases 
of bilateral tuberculosis and in bronchiectases. 
PLENZ. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Trapl: An Inflammatory Desmoid of the Abdom- 
inal Wall (Z4nétlivy desmoid stém biiSnich). Cas. 

lék. Cesk., 1913, lii, 236. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


During May, 1912, a subserous myoma was re- 
moved from the right side of the fundus uteri of a 
35 years old pregnant patient. Recovery was nor- 
mal, the wounds healing by first intention. The 
following September the patient was delivered 
spontaneously and there were no complications. 
Four weeks after labor the patient had a fever and 
complained of pain in the lower part of the abdomen; 
three days later she was admitted to the hospital. 
Temperature at that time was 38-39.8° C. There 
was a smooth cicatrix about 15 cm. long in the 
cecal region as a result of the former laparotomy. 
A solid non-sensitive tumor was present, extending 
from the left pelvic region over the median line, up 
to the scar; this mass was connected with the abdom- 
inal wall. Vaginal examination revealed a fluctuat- 
ing mass connected with the uterus and which ex- 
tended to and was part of the tumor of the anterior 
abdominal wall. The vaginal incision resulted in 
the discharge of serous fluid. After symptomatic 
treatment extending over a period of seven weeks, 
the fever abated. When a laparotomy was done, 
the incision was made parallel to the left side of the 
tumor. This consisted of inflammatory tissue sev- 
eral centimeters in thickness, growing from the 
deeper layers of the belly-wall. The upper part was 
so intimately adherent to a loop of the small intes- 
tine that it was found impossible to separate the 
adhesions by the ordinary methods, hence a partial 


resection of a large part of the tumor was done; this 
disclosed a small abscess in the lower segment of the 
growth, near the wall of the bladder. 

Drainage was established at the lower angle and 
the abdomen closed. ecovery was uneventful. 
Several silk ligatures were discharged through the 
drainage fistula. The microscopic diagnosis was: 
inflammatory desmoid, chronic granuloma con- 
taining tissue striae, The extirpated tumor belongs 
to a class of inflammatory neoplasms frequently 
following hernia operations as described by Schloffer, 
Haim, Bakes, Ehler, and others. They grow around 
infected ligatures. PIETRZIKOWSKI. 


Bonamy: Five Fibromyomata of the Diaphragm 
Simulating Hydatid Cysts of the Liver; 
Myomectomy; Cure of the Patient; Presenta- 
tion of Specimen (Cinq fibromyomes du dia- 
phragme simulant un kyste hydatique du foie; myo- 
mectomie; guérison de la malade; présentation des 
piéces). Paris chir., 1913, iv, 1051. 

By Journal de Chirurgie. 

A woman, 34 years old, without any personal or 
family history of interest and with no functional 
disorder, complained of a mass which extended below 
the right costal margin and caused pain all over her 
right side up to the shoulder. The mass was glob- 
ular, fluctuating, and raised the costal margin below 
which it extended. A diagnosis of hydatid cyst of 
the liver was made. 

A laparotomy incision was made at the external 
border of the right rectus muscle. Bonamy found a 
bluish white mass which he punctured and found 
to be solid. On further investigation it was found 
to extend up under the border of the ribs and to be 
attached to the diaphragm by a pedicle which 
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penetrated a large gap in the diaphragmatic mus- 
culature. By his fingers and a Museux forceps the 
author was able to enucleate this tumor and four 
more hard tumors which were embedded in the 
diaphragm without injuring the diaphragmatic 
pleura which was exposed. Fear of injuring this 
caused him to leave a small tumor the size of a nut. 
The removal of these tumors left a large cavity, 
limited above by the diaphragm and below by the 
liver, which was drained and the abdominal incision 
closed. A normal recovery followed. The speci- 
mens examined by Philibert were pure fibromas the 
largest of which weighed 800 grams and the smallest 
70 grams. J.-L. Roux BERGER. 


Bernstein: Etiology of Hernia (Zur Kasuistok der 
Hernien). Arch. f. klin. Chir., 1913, c, 1094. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Bernstein examined the entire post-mortem 
material of the Berliner Anatomischen Anstalt 
during the winter semester of r910-1911 and 1911- 
1912 as regards the formation of hernia, to find sup- 
port for the theory of Koch, von Bergmann and 
Waldeyer that every hernia is predisposed to 
anatomically. The author found 25.8 per cent of 
279 bodies to have a hernia or a hernial bud. The 
frequency of hernia in man in proportion to woman is 
234 to1. The relationship of multiple hernia to the 
simple in man is 244 to 1, in woman 914 to 1. The 
theory that the pressure of the abdominal wall 
causes the hernia is probably overthrown to-day. 
The explanation that the pressure of the abdominal 
wall could be aided by poor anchorage and position 
of the abdominal content is not sufficient support 
for the production of hernia. Roser suggests that 
the hernial sac must be considered as primary. The 
entrance of the intestine follows secondarily. 
Linhard explains the formation of the hernial sac 
through a bulging of the peritoneum. He says it is 
usually a preperitoneal lipoma which is forced out- 
ward and pulls the peritoneum after it. The author 
argues against the theory of Linhard because in the 
279 cases he found only six in which there was a 
preperitoneal lipoma. From the striking frequency 
of multiple hernie and buds in the same individual 
(19.4 per cent of the multiple against 6.4 per cent of 
the simple hernia) he concludes that the origin of 
the hernia consists in an anatomical predisposition, 
which can be traced to processes in developmental 
history. Kors. 


Ochsner: The Treatment of Hernia in Children. 
J .-Lancet, 1913, Xxxiii, 127. 
By Surg., Gynec. & Obst. 
This paper contains clinical observations on the 
treatment of hernia in a great number of children, 
covering a period of 27 years, as well as a study of 
the available literature. 
Based upon these studies and clinical observations 
the following conclusions are offered: 
1. The development of hernia in children is 
favored by (a) faulty development of the abdominal 


wall; (b) insufficient strength in the tissues involved 
in closing the umbilical, inguinal or femoral open- 
ings; (c) abnormal intra-abdominal pressure; (d) 
unclosed condition of the tunica vaginalis. 

2. The causes (a) and (b) are frequently in- 
herited. 

3. The abnormal intra-abdominal pressure is due 
(a) to gaseous distention resulting from improper 
feeding; (b) to the exertion necessary to evacuate 
the bladder on account of obstruction due to 
phimosis; (c) to severe pressure necessary in defeca- 
tion in case of constipation; (d) to severe, long 
continued coughs; (e) to vomiting; (f) rarely to 
traumatism or overexertion. 

4. Approximately 95 per cent of all cases of hernia 
in children will heal spontaneously if the abnormal 
intra-abdominal pressure is relieved and the hernial 
sac is kept empty. 

5. This can be accomplished by means of trusses, 
or much more rapidly in inguinal and femoral hernia 
by placing the child in bed with the foot of the bed 
elevated each night for several months from 6 P. M. 
to 8 A. M. 

6. Children with a tendency to the formation 
of hernia should be guarded against developing 
Joughs. 

7. Their diet should be given at regular times and 
chosen with a view to avoiding gaseous distention. 
8. Constipation should be entirely prevented. 

9. In case of boys, phimosis should be relieved, 
if present, by operation. 

10. Badly nourished and badly cared for children 
of the poor should be treated in hospitals by the 
above method. 

11. Operation is indicated (a) in strangulated 
hernia; (0) in irreducible hernia due to adhesions; 
(c) in case the opening is unusually large in a free 
hernia, especially if the condition is hereditary; (d) 
in reducible hydrocele; (e) in cases with undescended 
testicle, unless they show a tendency toward spon- 
taneous cure. 

12. Except in classes (c) and (e) the operation 
should consist simply in carefully dissecting out the 
sac, or in certain cases of inguinal hernia the neck of 
the sac, ligating it within the abdominal cavity, cut- 
ting away the sac, and permitting the stump to 
retract within the abdominal cavity and closing the 
skin wound. 

13. In class (c) the Ferguson-Andrews operation 
is indicated. 

14. In class (e) the Bevan-Ferguson-Andrews 
operation is indicated. 

15. The recumbent position, with the foot of the 
bed elevated, is of very great importance in the after 
treatment of operative cases as well as in non- 
operative treatment of hernia in children. 

16. In young children who will not remain in bed 
with the foot of the bed elevated, this position can 
usually be maintained by applying rubber adhesive 
straps to both lower extremities and having these 
held in a vertical position by means of weights and 
pulleys. 
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17. If the child cannot be kept in this position, a 
well-fitting truss should be worn night and day until 
there has been no protrusion for at least six months; 
at the same time the necessary precautions must be 
constantly taken to guard against abnormal! intra- 
abdominal pressure from any cause. 

18. Only 5 per cent of all cases of hernia in chil- 
dren require surgical treatment. 


Haller: Chronic Inflammation of the Omentum 
in Relation to Chronic Appendicitis and 
Colitis (Des épipléites chroniques en rapport avec 
l’appendicite et la colite chroniques). Paris: Stienheil, 
IgI2. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Walther first directed attention to chronic inflam- 
mation of the omentum in 1898. Largely on the 
basis of Walther’s material, the author now gives a 
connected presentation of this highly interesting 
and rare disease. Here belong only the omental 
inflammations as a sequel to appendicitis and 
colitis. The colitis may be primary but is usually a 
sequel of the appendicitis, and especially, again, of 
the epiploitis. The omental adhesions in the pelvis 
in consequence of disease in the adnexa, the omental 
changes in old herniz, etc., will not be considered. 
They are entirely different in the pathologic 
anatomical sense from the changes here considered. 

The omental inflammation following chronic 
appendicitis or chronic primary colitis are char- 
acterized by their extension far beyond the original 
inflammatory focus and their independence. The 
complaints which they call forth are determined by 
their independent inflammatory character, further 
by the mechanical hindrance of the internal func- 
tions. The two forms, which cannot be sharply 
separated, are: (1) free epiploitides, (2) those with 
adhesions. 

1. In the early stages of the inflammation the 
true chronic epiploitis is recognizable by the very 
color of the omentum. The inflammation occurs in 
spots or larger areas. In the further course char- 
acteristic nodules are formed, of bright red color 
and considerable resistance, giving the omentum 
the appearance of granite (‘‘granite spots’). With 
increasing sclerosis the omentum may take on a 
leathery consistency, fine strands passing free from 
one part of the omentum to the other may be formed, 
especially on the posterior aspect, and the so-called 
“‘retraction-knots” are formed, which distort the 
omentum and may again be the seat of inflammatory 
changes. Finally, after the inflammation has run 
its course, shining white plates are seen (‘‘mother- 
of-pearl spots”). Besides these changes you find 
smaller or larger hematomata, often quite numerous, 
in the omentum. The changes are noted chiefly in 
the right side of the abdomen, but often over the 
entire omentum. It may shrink to a sausage- 


shaped tumor and distort the intestine without 
adhesions. 

2. Adhesions may be added. Omental adhesions 
to the anterior abdominal wall or the pelvis are 
most 


frequent. Consequences: descent of the 


transverse colon and stomach; adhesions of the colon 
in the kidney region (‘‘ perirenal band”’) ; constriction 
of the colon by wing-shaped omental bands spread 
over it (“precolic ring’’); but especially adhesions 
at the right angle of the colon whereby the colon is 
kinked. The well-known membranes over the 
cecum and the ascending colon are looked upon as 
remains of chronic appendicitis and colitis co-ordi- 
nated with epiploitis. 

In a series of 1453 appendectomies (interval 
operations or primary chronic cases) there were 
372 cases of true chronic epiploitis. Of these 191 
were without, and 181 with, adhesions. Simple 
adhesions, such as those of the organs of the pelvis, 
are not included. Wherever a true epiploitis was 
present in the pelvis, an old appendicitis was always 
found. Clinically, the cases are separated into those 
in which the symptoms cannot be differentiated 
from those of a chronic appendicitis, those in which 
the phenomena of the epiploitis are in the fore- 
ground, and those in which, in spite of an appen- 
dectomy, all sorts of symptoms remain. In cases 
of severe kinking, violent symptoms and occlusion 
crises may supervene. The inflammatory foci in 
the omentum (even in the third group) may give 
exactly the picture of an attack of appendicitis. 
The symptoms are those of indigestion in manifold 
variety: gastric disturbances, constipation varying 
often with diarrhcea, unpleasant abdominal sen- 
sations, drawing sensations often sharply localized 
(umbilical region, lumbar and kidney regions), 
flatulence, general weakness, pallor, etc. Some- 
times an “omental cake” may be palpated. In 
every abdominal operation it is necessary to exam- 
ine the omentum systematically. In an appendec- 
tomy one can usually pull the omentum through the 
usual small incision and convince oneself of the 
condition of the colon. If alterations are found, a 
large incision may be made. The operation in- 
dicated is resection of the diseased portion of 
omentum and loosening of pericolic membranes. 

BURCKHARDT. 


GASTRO-INTESTINAL TRACT 


Brown: The Etiology, Symptomatology, Di- 
agnosis and Treatment of Acquired Dis- 
placement and Fixation of the Stomach and 
Intestines. Tr. Ass. Am. Physicians, 1913, May. 

By Surg., Gynec. & Obst. 


The author presents a series of observations on 
acquired fixation or displacement of stomach or 
intestine, some with definite local or referred symp- 
toms, many which on account of their long duration 
and the vagueness of their symptoms had been 
regarded as cases of neurasthenia, psychasthenia, 
auto-intoxication, or nervous indigestion, but which 
in reality were due to definite organic changes in the 
gastro-intestinal tract. In this series were 32 cases 
in which operative treatment was employed, 54 
which have not been operated upon. In the former 
group, by the autopsy in vivo, he has had at 
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hand a means of fixing the relative value of the 
clinical symptoms and a comparison between them 
and the anatomical conditions. Poised, as it were, 
between two opposing forces, inspiratory muscles 
and those of the abdominal wall and pelvic floor, 
and fixed at but few points and loosely at that, the 
gastro-intestinal tract is singularly labile, singularly 
susceptible to change in position. In this series 
he has not included those cases due to pressure 
changes within the abdominal cavity, to weakening 
of the supporting tissues, to pressure of new growth, 
etc., but has confined his attention entirely to 
those due to the traction or constriction of adhe- 
sions. 

In the vast majority of high-grade displacements 
or fixation of the large intestine, symptoms are met 
with explained only on the basis of a chronic 
toxemia, and certainly the anlage is there in the 
displaced, kinked intestine, deficient in tone and 
propulsive power. 

Certain points of especial interest were brought 
out in the study of these cases—the marked degree 

‘ of gastric or intestinal displacement possible with no 
(or slight) local manifestations, but in almost all 
cases with some impairment of general health. 

With even slight evidences of inflammatory con- 
dition in appendix, gall-bladder, etc., the gastric 
picture presented was of the hypersthenic type, 
while in the case of adhesions with no inflammation 
even of a low grade, the asthenic type of stomach 
was more usual. In two of these latter cases, they 
met with a linitis plastica; in two, the wide open 
pylorus with dilated duodenum, regarded by Cod- 
man as a gastro-mesenteric ileus. 

In certain cases of adhesions between gall-bladder 
or liver and lesser curvature of stomach we have the 
organic basis for the orthostatic type of hour-glass 
stomach with obstructive symptoms, especially 
marked in the upright and ameliorated in the prone 
position. 

Coxalgia is present in a number of cases of chronic 
appendicitis, and if persistent without signs of 
tuberculosis should make one suspect this as a cause. 

Fluoroscopy was done in all cases, besides the X- 
ray photograph, and the former gave, as nothing 
else can, a means of studying these fixations and 
displacements and the effect of change of position 
and the respiratory movements, and furnished 
the best criterion as to the probable success of non- 
operative or the necessity for surgical treatment. 

Chronic changes in the pancreas were met with in 
certain of the toxic cases, and probably play a con- 
siderable réle in the production of digestive and 
nutritional disturbances. In this same group of 
cases peculiar regressive changes in omental and 
sigmoid fat were seen, sometimes associated with 
pain. 

In all cases, in addition to the proper dietetic and 
medicinal treatment, posture, exercises, massage, cor- 
sets, etc., should be tried, using repeated fluoroscopic 
examinations as the criterion of efforts. It is surpris- 
ing how much success will follow this treatment if 


the adhesions are not too dense, the kinking or 
constriction not too marked. 

If non-operative treatment has proven unsuccess- 
ful, recourse to surgery is justifiable—appendectomy, 
separation of adhesion, drainage of the gall-bladder, 
pyloroplasty, gastro-enterostomy, appendicostomy, 
or cecostomy, as the case may be. 

After all these operations, and, in fact, after all 
operations within the abdominal cavity, however 
simple, proper after-care is absolutely essential to 
prevent the formation of new adhesions, and in the 
lack of this after-care the surgeons have been 
singularly negligent as a rule, and have sometimes 
left behind a condition no less, and often more, 
serious than the condition for which they were 
operated. Such after-treatment consists of very 
frequent change in position during the early days 
after the operation, by moving the patient from side 
to side, by alternately elevating the foot and the 
head of the bed, and, as soon as the condition of 
the wound warrants it, massage of increasing depth, 
to be kept up a considerable period of time. 

In all cases with a congenital tendency to splanch- 
noptosis, especially in children, one should try by 
exercise, diet, massage, etc., to improve the tone of 
the abdominal muscles, to increase the abdominal 
fat and to enlarge the lower thoracic zone, in the 
hope of preventing a ptosis of high grade with its 
tendency to stasis, low grades of peritonitis and 
appendicitis, and consequent secondary displace- 
ments, fixations, constrictions or kinks. 

A consideration of these cases brings out certain 
general facts: 

1. Alarge group of cases usually considered of func- 
tional nature have in reality a true organic basis in 
a fixation or displacement of stomach or intestines. 
In many cases it is impossible to find any cause for 
the condition except a long lasting stasis of intestinal 
contents which seems under certain conditions to 
lead to chronic appendicitis, pericolitis or perity- 
phlitis with subsequent formation of adhesions; in 
other cases a careful analysis of the clinical history 
will bring out an acute attack, often in the far past 
and usually regarded as of trifling nature, which in 
all probability was the beginning of the trouble, the 
first cause of the changes being in the gall-bladder, 
or duodenum, or pylorus, or appendix, cacum, 
colon, or sigmoid, as the case may be. 

2. A chronic appendicitis, pericolitis, inflamma- 
tory condition of the gall-bladder, a superficial 
erosion or ulceration of the mucous membrane of 
pylorus or duodenum, or a neoplasm may cause 
adhesions and associated fixation or displacement 
of stomach or intestines without definite local signs 
or symptoms in which a diagnosis is only possible 
by the use of all the diagnostic aids at our command, 
study of the temperature at rest and after exercise, 
of the leucocytes, of the contents of the stomach 
after the test supper and the test breakfast, of the 
urine and fwces—the former to help us in a frag- 
mentary way, it is true, in determining whether the 
liver is insufficient in its protective mechanism 
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against poisons produced or found in the intestines, 
poisons which probably play a considerable réle in 
the production of certain of the symptoms of the 
case, the latter especially for occult blood, un- 
digested foodstuffs, and for quantitative estimation 
of the pancreatic ferments; of the character and 
localization of pain or soreness if present, pain down 
the right leg or in the right hip being of especial 
interest in diagnosing chronic appendicitis, and the 
use of the X-rays, both radiophotography and 
fluoroscopy being employed by us in all cases, the 
latter in our experience being of fundamental im- 
portance, as by its use we are able to study not only 
change in the position of stomach or intestines, but 
also the effect of deep abdominal inspirations and 
expirations, and of the change from upright to prone 
position; in other words, fluoroscopy will tell us as 
nothing else—except a long series of radiographs— 
the effect upon the motor function of stomach or 
intestine of the fixation or displacement. By the 
employment of all these means a correct diagnosis 
can be made in the great majority of cases, if we may 
judge by the verification of the diagnosis in our 
group of cases by the operative findings. 

3. Incertain of these conditions we have without 
doubt the organic basis for various vague functional 
disturbances of digestion or for conditions regarded 
as neurasthenia, psychasthenia, or of a condition of 
health in which the patient is neither sick nor well, 
but always below par. An organic digestive con- 
dition, even if of very low grade, may change a 
person of even normal nervous habitus into a 
neurasthenic if it acts over a sufficiently long period 
of time; and obviously, upon a susceptible nervous 
system, the type so frequently met with in splanch- 
noptosis, in which secondary fixations or displace- 
ments are so common, the effect will be greater and 
more permanent. It would seem, therefore, that 
the diagnosis of neurasthenia, psychasthenia or 
chronic nervous indigestion is only justifiable after 
the physician, by the use of all possible diagnostic 
means, has been able to definitely eliminate the 
possibility of an underlying organic basis of which 
these acquired fixations and displacements of 
stomach and intestines play a considerable réle. 

It must not be forgotten in the study of these 
cases that function is more important than form, 
physiology than morphology, and the assumption 
that a change in position in the intestine from 
horizontal to vertical will materially increase the 
difficulty of propulsion is contrary to the fact that 
for zons of years this has been taking place in 
certain portions of the intestinal tract with no 
apparent disturbance. It is lack of tone, not dis- 
placement per se, that is the cause of the trouble, 
although in the origin of this atonic condition, ad- 
hesions, displacement, kinking and constriction 
may all play a part, and it is only by careful quan- 
titative and qualitative studies of ferments and com- 
plicated chemical substances that we may hope to 
finally reach the basis of the local and general dis- 
turbances met with in this group of cases. 


Zaaijer: Successful Transpleural Resection of 
the Carcinoma of the Cardia (Erfolgreiche trans- 
pleurale Resektion eines Kardiacarcinoma). Beitr. z. 
klin. Chir., 1913, xxxiii, 419. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports a case of carcinoma of the 
cardia in which he operated successfully by a trans- 
pleural method of hisown. After he had determined 
by exploratory laparotomy the presence of a tumor 
at the cardia which reached to the hiatus of the 
cesophagus and was movable, hard, the size of a 
pigeon egg and had made a fistula ac the pyloric end 
after the method of Kader, he undertook a few weeks 
later the actual resection in two stages in the follow- 
ing manner: In the first period under pressure 
narcosis he resected sub-periosteally the 6th to the 
12th ribs on the left side for a distance of from 24 to 
14 cm. from the costal cartilage backward to the 
angles of the ribs, through two incisions running 
parallel to the ribs. He closed the wounds by 
sutures. After the patient had sufficiently recovered 
from this step, the radical operation followed after 
thirty days, again under pressure narcosis. He 
made a circular incision in the left hypochondrium 
from the mammillary line upward to the posterior 
axillary line and reaching above the angle of the 
scapula. He then opened the abdomen and the 
left pleural cavity. Introducing the left hand into 
the abdomen and the right into the chest cavity, 
he determined the operability of the carcinoma, which 
extended into the diaphragm. Next he isolated the 
cesophagus, during which the right pleura was torn 
into in one small place. A gauze strip was led 
around for traction with which the cesophagus was 
put in tension. The diaphragm was split in the 
middle up to the hiatus of the cesophagus and a 
circular incision of the diaphragm ring was made. 
After ligating the omentum minus and cutting 
through the left triangular ligament and the gastro- 
splenic ligament, the stomach could easily be pulled 
out so far that it could be cut through above the 
tumor between two clamps by means of a thermo- 
cautery. After suturing the aboral lumen it was 
again replaced into the abdominal cavity, while the 
tumor end which was closed with a clamp was placed 
outward. Following this there was a dissection of 
the cesophagus, partly by cutting and partly by 
blunt dissection, until the healthy part could be 
pulled up to the skin without stretching. After the 
incision in the diaphragm had been carefully closed 
in two layers and at the same time the tear in the 
right pleura closed, the left lung was inflated and the 
cesophagus fixed to the costal pleura 4 cm. above 
the tumor. The left chest cavity was hermetically 
closed and the abdominal wall was closed by 
suture. The tumor was finally removed by cutting 
with thermocautery between two clamps. The 
clamp which closed the cesophagus was allowed to 
remain in the bandage for three days to avoid an 
infection of the wound at too early a period. 

As regards a few details of the method of 
operation, the following can be added: The author 
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does not believe in a primary union of the stomach 
and oesophagus. He expects to do this at a sub- 
sequent operation. So that the patient might 
partake of soft food through the mouth, he 
united the csophagus fistula with the stomach 
fistula by an apparatus. He considers the pre- 
ceding extensive resection of the ribs as an im- 
portant step in the actual removal of the tumor. 
He thereby obtains a collapse of the left side of the 
chest, whereby the operative field, which is other- 
wise very deep, can be more easily reached, and 
permits the subsequent resection of the tumor. He 
emphasises the fact that it is advisable not to remove 
the 12th or even the r1th rib in the first operation, 
because after their removal the diaphragm will per- 
mit the lower part of the thorax to retract too much; 
at times through displacement of the mediastinum 
severe disturbances of respiration follow, which, 
however, can be overcome by administration of 
oxygen under pressure. 

The author regards the thickening which the 
costal pleura undergoes an additional advantage 
of the preceding operation on the chest wall. 
The subsequent nourishment of the oesophagus 
follows much better from a thickened than from 
a thin normal pleura. The fear of Sauerbruch 
and Enderlen that the extensive isolation of 
the cesophagus results-in harmful reduction of its 
nourishment the author does not agree with, as a 
result of animal experiments. NEUPERT. 


Friedenwald and Baetjer: The Value of X-ray 
Examinations in the Diagnosis of Ulcer of 
the Stomach and Duodenum. Tr. Ass. Am. 
Physicians, 1913, May. By Surg., Gynec. & Obst. 

The diagnosis of ulcer of the stomach and duo- 
denum is at times a most difficult problem. Not 
infrequently important symptoms are absent and 
the cases then become so atypical that any addi- 
tional aid in diagnosis must be looked forward to 
with great satisfaction. The X-ray has presented 
us with an important additional means of diagnosis 
in the study of this affection. While the authors do 
not believe that this method is as yet sufficiently 
well developed to be relied upon alone, yet they are 
confident that it often offers most valuable assistance 
as an aid in diagnosis of quite as much practical 
value as any of the important symptoms of the dis- 
ease, and taken in connection with the other signs is 
of the greatest diagnostic help. 

They have selected from their eighty cases of 
peptic ulcers, in which X-ray examinations have 
been made, twenty for this report, including those 
only concerning which they could feel confident as to 
the correctness of the diagnosis. Of those, there are 
ten cases of duodenal and ten cases of gastric ulcer. 

Three of these cases were operated on, and the 
diagnosis was thus confirmed. Three others had 
been operated on, and the ulcers were revealed at 
the time of operation, but were not interfered with, 
while the remaining fourteen presented such typical 
symptoms of ulcer, including the presence of blood 


in the stools, that the correctness of the diagnosis in 
these too remains undoubted. 

The cases were first studied clinically, and then 
without any note being given as to the nature of the 
disorder, were sent for X-ray examinations. 

The two reports were then placed side by side, and 
the clinical and X-ray diagnoses corresponded so 
closely in every instance as to make the results ap- 
pear most striking. 

The X-ray diagnosis of gastric ulcer and duodenal 
ulcer has engaged theattention of tne R6ntgenologist 
ever since the production of high-power apparatus 
has made it possible to obtain practically instantane- 
ous X-rays of the gastro-intestinal tract. The old 
theory that there is a possibility of diagnosing ulcer 
by bismuth adhering to the raw surfaces is now 
practically abandoned inasmuch as experience has 
taught us that this rarely happens, because of the 
fact that the irritability of the raw surface produces 
hypermotility with violent contractions, so that it is 
almost impossible for the bismuth to adhere to the 
raw surfaces. 

At present we are relying more upon the function- 
ing of the stomach and intestines than upon the 
actual demonstration of the ulcer. 

Curiously enough, the diagnosis of duodenal ulcer 
is much simpler than that of gastric ulcer. One can 
practically always rule out the presence of a duo- 
denal ulcer, but one cannot always rule out the 
presence of gastric ulcer. 

From their studies the authors have drawn the 
following conclusions: 

1. The X-ray offers most valuable assistance as 
an aid in the diagnosis of peptic ulcer; and although 
this method is not yet sufficiently well developed to 
be relied upon alone without entering into the 
clinical aspect of the disease, it is of the greatest 
diagnostic help in obscure cases. 

2. In duodenal ulcer there is an excessive hyper- 
motility of the stomach with rapid evacuation of the 
contents, so that the greater portion of the gastric 
contents is emptied within the first half hour; there 
is hypermotility of the duodenum with formation, 
usually of a vacant area, which remains fixed in all 
of the examinations. 

3. The diagnosis of gastric ulcer can only be made 
in certain situations; that is, when the lesion is 
situated on the anterior surface of the stomach, and 
along the anterior surface of the lesser curvature. 
There is in this condition an excessive irritation from 
the ulcer with a consequent hypermotility, and a 
spastic condition of the pylorus, so that for the time 
being there is practically no expulsion of the bis- 
muth. 

It is only when the spasticity relaxes that a por- 
tion of the bismuth is expelled. In gastric ulcer, 
whatever its situation, we can always look for re- 
tention of contents. In certain instances there is a 
vacant area in the pylorus; there is frequently a 
tendency to hour-glass formation. 

4. The X-ray affords an almost absolute means 
of differentiating between gastric and duodenal ulcer . 
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5. By means of the X-ray we can positively rule 
out the presence of a duodenal ulcer. 

6. We can approximately determine the degree of 
healing of an ulcer, which cannot be as certainly 
determined in any other way. 


Smithies: Gastric Ulcer without Food Reten- 
tion: A Clinical Analysis of 140 Operatively 
Demonstrated Cases. Am. J. M. Sc., 1913, cxlv, 
340. By Surg., Gynec. & Obst. 


To July, 1912, there has been 1,341 operations per- 
formed for ulcer of the stomach and duodenum at 
the Mayo Clinic. Of this number, 404 were proved 
to be ulcers of the stomach, in 264 (65.3 per cent) of 
these gastric ulcers there was a definite food reten- 
tion demonstrable after twelve hours by the resin 
and cooked rice tests (Strauss, Hausmann). In 140 
of these (34.6 per cent) operatively proved ulcers, 
no food retention was evident. Cases of ulcer with 
food retention permit of much easier diagnosis than 
those in which no food is retained and this study 
of histories, with applied routine physical examin- 
ations and laboratory methods, is designed to 
reduce the large number of cases whose pictures are 
so blurred by duodenal, gall-bladder and appen- 
dix manifestations that unreserved diagnosis is 
rare. 

The author gives 25 tables relative to the cases 
reported and from the study of which he gives the 
following summary: 

1. In more than one third of operatively proven 
gastric ulcers the emptying power of the stomach 
was maintained. 

2. Ninety-two per cent of this group of ulcers 
occurred between the ages of 30 and 60, males being 
afflicted three time as frequently as females. The 
American-born farmer furnishes a large number of 
them. 

3. Irregularity of food ingestion with the use of 
alcohol is not an uncommon concomitant of gastric 
ulcer. 

4. Eighteen and nine tenths per cent had previ- 
ously had typhoid fever. 

5. A mild grade of secondary anemia was present 
in the average case. 

6. Weight loss averaging more than twenty 
pounds without marked cachexia was shown in this 
series. The loss may be so rapid that malignant 
disease is suggested, but some cases consistently 
gain in weight. 

7. Appetite was lost or was capricious in nearly 
three fourths of the cases; more than 65 per cent 
were constipated. 

8. Nearly three fourths of the cases had “‘spells”’ 
or “attacks” of discomfort with good health 
in between such attacks. Such a history often 
extended over 30 years without alarming clinical 
manifestations. The attacks were usually called 
biliousness or dyspepsia. They often showed a pe- 
culiar seasonal relationship. In 36 per cent of in- 


stances the relationship was continuous, with or 
without nutritional disturbances. 





9. Abdominal pain or distress was a constant 
symptom in gastric ulcer. It was “colicky” in nature 
in more than 22 per cent, requiring hypodermic 
medication in 12.7 per cent of cases. It was frequent- 
ly mistaken for appendix or gall-bladder disease, 
and often associated with such in addition to gas- 
tric ulcer. Night pain with loss of sleep was pres- 
ent in 19.2 per cent of cases. Eighty per cent of 
patients complained of epigastric distress frequently 
referred to the right costal margin or the back. 
In 87.8 per cent of proved ulcers pain or distress 
had definite relation to food ingestion. Eighty-three 
per cent of cases showed pain or distress coming on 
within four hours following eating. Nearly two- 
thirds of pyloric ulcer cases had discomfort from 
two to four hours after eating, more than one half 
of lesser curvature ulcers from one to three hours 
after eating, more than two thirds of posterior wall 
ulcers within three hours after eating and more than 
two thirds of ulcers near the cardia less than two 
hours after eating, while more than 44 per cent of 
this class less than one hour after eating. Discom- 
fort was most frequently controlled by ingestion of 
food, alkalies, and by vomiting, 12.2 per cent re- 
quired morphine. 

On palpation, epigastric tenderness was exhibited 
in 95 per cent of cases. In more than three-fourths 
of the author’s cases the tenderness was not marked 
in the upper right abdominal quadrant; 2.8 per cent 
of cases showed palpable ridges. 

More than four-fifths of the ulcers were located 
at the pyloric half of the stomach, and this was in 
general the anatomic area of greatest complaint or 
distress on examination. 

The diagnosis of the character of the ulcer to be 
found on exploration was only possible when a care- 
ful anamnesis was made. 

10. Vomiting was present in nearly three-fourths 
of gastric ulcers without food retention. About 17 per 
cent vomited food. Only rarely was delayed vomit- 
ing observed. Vomiting was induced in more than 10 
per cent in cases to relieve pain. Nearly 40 per cent 
of patients vomited regularly. “‘Waterbrash” was a 
prominent feature in 19 per cent; pyrosis and eructa- 
tion in 87.8 per cent. In nearly one third of cases 
vomiting came at the time of maximum abdominal 
distress. In 28 per cent of cases the ingestion of 
food precipitated vomiting; more than 53 per cent 
vomited within three hours after eating. In 7 per 
cent night vomiting was a feature. Ulcers at the 
pyloric end of the stomach were most commonly 
associated with vomiting even when there was no in- 
terference with the emptying power of the stomach. 

11. Hemorrhage. Of 140 proved ulcers in this 
group, bleeding (hamatemesis or melena) was noted 
in but 40.7 per cent. About one fourth of the cases 
had hematemesis alone. One third hematemesis 
with or without melena, while 7.1 per cent had 
melena alone. Severe hemorrhage or frequently 
repeated moderate hemorrhages are usually asso- 
ciated with faint feelings or actual fainting (40 per 
cent). Hematemesis was more frequent than melena, 














GENERAL SURGERY — SURGERY OF THE ABDOMEN 23 


but melena alone may occur entirely independent of 
the location of the ulcer. While bleeding is asso- 
ciated with any type of ulcer, nearly two thirds of 
those doing so show operative evidences of perfora- 
tion. 

12. Test-meal findings: acidity. Irrespective of 
location of the ulcers the average total acidity was 
55; the average free HCL 42.5; the “combined” 
HCL in 82 per cent of cases, between 10 and 20. 

Total acidity is most commonly higher in ulcers 
involving the lesser curvature and anterior wall 
than where other parts of the stomach are involved. 
High free HCL is noticeably more frequent where the 
ulcer is at the pylorus. While high free HCL is 
usual in cases in the third decade of life, this is not 
the rule. 

Following food ingestion the great majority of 
cases show pain within four hours. This series 
shows that during this period free HCL is progress- 
ively increasing. Patients complaining of con- 
tinuous distress do not necessarily have a high 
acidity. Vomiting is not usually associated with 
high free HCL. More than half of the non-vomit- 
ing cases had higher acidity than was the average of 
those vomiting. The average free HCL of patients 
bleeding was 35+. More than half of the cases 
giving no history of hemorrhage had an average free 
HCL of 46. 

The highest free HCL averages are associated with 
subacute perforating ulcer. 

13. Operative findings. More than two-fifths 
of the ulcers were at the pylorus. 

Of 50 ulcers microscopically examined in this series, 
24 per cent showed active inflammatory change, 12 
per cent early carcinoma. 

In 35 per cent of cases, diseased appendix was 
associated with gastric ulcer. In 15 per cent chole- 
cystitis and cholelithiasis were demonstrated as 
concomitant processes. In nearly two-thirds of this 
group of gastric ulcers diseased appendix and gall- 
bladder were revealed operatively. In view of these 
figures it is evident that all laparotomies should be 
thoroughly exploratory even when a well-marked 
gastric ulcer has been demonstrated. Operative 
procedure should be adopted to the individual find- 
ing on exploration. A routine technique is fre- 
quently accountable for poor post-operative progress. 

Prompt relief of symptoms with a comfortable 
after-course is the rule following operative treatment 
of retention-free ulcer cases. This series showed 
an operative mortality of 1.4 per cent. Rather 
more than 4 per cent required a second operation. 
This usually occurred in uncommon cases. 


H. A. Potts. 
Corner: Perforation of Gastric or Duodenal 
Ulcers; Inferences on Modern Treatment 


Drawn from Histories of Patients Who Have 
Recovered. Lancet, Lond., 1913, clxxxiv, 600. 
By Surg., Gynec. & Obst. 


The author classifies the ulcers particularly under 
discussion as gastric ulcers, which are present at the 


cardiac end or in the body of the stomach, and 
pyloric ulcers, which term includes ulcers on either 
side of the pylorus, i. e. in the stomach or duodenum. 
Taking up the question of the performance of a 
gastro-enterostomy in cases of acute perforation, he 
does not agree with Sir Berkeley Moynihan that a 
gastro-enterostomy should be performed at the same 
operation as that at which the ulcer was sutured. 
He reports 40 patients who have recovered from an 
operation for the perforation of a gastric ulcer be- 
tween 1900 and 1910. He says that the patients 
owe their cure largely to two factors: (1) the situa- 
tion of the ulcer; and (2) the pathologic character of 
the ulcer. 

(1) The situation of the gastric ulcer. From his 
investigations he believes it is reasonably certain 
that ulcers in the cardiac end and body of the stom- 
ach offer a far better chance of complete cure than 
do ulcers in the neighborhood of the pylorus, whether 
they be on the anterior or posterior wall or on either 
curvature. He believes that one is quite safe to 
argue that a gastro-enterostomy is not required in as 
many as half the cases of the perforation of a gastric 
or duodenal ulcer. 

(2) The pathologic character of the ulcer. To 
sum up the results of his examination of these 
40 cases and 5 years of literature, it would seem 
that: 

1. Many subjects of the perforation of a gastric 
ulcer are benefited by a gastro-enterostomy. This 
is particularly true if the perforating ulcer is in the 
neighborhood of the pylorus, gastric or duodenal. 

2. It would appear, speaking generally, that a 
secondary gastro-enterostomy, i. e., after the pa- 
tient has recovered from the immediate danger of 
the perforation, is better than a primary gastro- 
enterostomy. 

3. It is better for the patient to have a secondary 
gastro-enterostomy when it is required than to have 
the additional danger of a primary gastro-enter- 
ostomy which may not be needed. It would appear 
that the “betting” is rather against than for the 
gastro-enterostomy. 

4. It has not been shown that a primary gastro- 
enterostomy presents such advantages over a sec- 
ondary gastro-enterostomy that it should be prac- 
ticed in the treatment of the perforation of ulcers 
even when situated in the neighborhood of the 
pylorus. 

In reference to occlusion of the pylorus, Corner 
says that without pyloric obstruction a gastro- 
enterostomy is no panacea for ulcers in the neigh- 
borhood of the pylorus or duodenum. This occlu- 
sion of the pylorus was first suggested by Berg. 
Since this date the author has always placed a 
ligature on the pyloric end of the stomach when 
doing a gastro-enterostomy for pyloric ulcers. 
When the patient’s condition allows it, he has had 
better results from a posterior gastro-enterostomy 
done after Roux’s method than any other. In de- 
fault of being able to do a Roux’s gastro-enterostomy 
he believes that it is better to do an entero-enteros- 
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tomy and place a ligature, not tightly, on the afferent 
loop of the jejunum between the entero-enterostomy 
and the stomach, as first suggested by Fowler. 

The best local treatment for a perforated gastric 
or duodenal ulcer is to close it by suture, and the 
abdomen with drainage. Many perforations deemed 
to \be closed satisfactorily at the operation are 
not so an hour or two later, hence there is a justifiable 
doubt whether cases of perforated gastric or duode- 
nal ulcer can recover when the perforation is not 
closed, or at least are imperfectly closed. He says 
the firm closure of the perforation and of the abdo- 
men, without drainage, is undoubtedly the best 
treatment that can possibly be carried out. If this 
fails or appears to afford a doubtful closure of the 
perforation, no further time should be spent on it, 
but the ulcer plugged and drained; this drain is re- 
moved in about 36 hours under anesthesia with 
nitrous oxide gas and is not replaced. In regard to 
the occurrence of ventral hernia, examination of the 
patients who had recovered from an operation or 
operations for the perforation of a gastric or duode- 
nal ulcer showed two facts: First, it may be pre- 
mised that ventral hernia are not infrequent after 
an operation for the suture of a perforated gastric 
or duodenal ulcer. Secondly, where two incisions 
were present, it was more usual to have a hernia 
through the scar in the upper abdomen than 
through that in the lower abdomen. 

DonaLp C. BALFovur. 


Faroy: Results of Surgical Treatment in 69 Cases 
of Plain Cancer, and Cancer Imbedded Upon 
Ulcers, of the Stomach (Résultats du traitement 
chirurgical de 69 cas de cancers et ulcéro-cancers gas- 
triques). Arch. de mal. de l’appar. digest., Par., 1913, 
vii, 61. By Journal de Chirurgie. 

Of 120 cases which Mathieu has had operated 
upon for carcinoma of the stomach since 1907, 
Faroy has only 69 records which are sufficiently 
complete to be serviceable for analysis. These allow 
a study of the post-operative course and the condi- 
tions favorable for prolonging life. 

All the pylorectomies have been followed by 
recurrence. 

The patients on the service of Mathieu who were 
in too feeble or cachectic a condition were not 
operated upon because in such no benefit is derived 
from intervention. 

Out of eight exploratory laparotomies, six died 
soon after the operation (3, 19, 23, and 30 days); 
two survived (one six months, the other one 
year). 

Of thirty-nine gastro-enterostomies, eight sur- 
vived from a few hours to a few days; eleven did not 
survive six months; nine survived for six months to 
one year; nine from one year to two years; one has 
survived two years (2 years and 6 months); one 
three years (3 years and 4 months). 

Among these thirty-nine must be included nine 
“‘ulcero-cancers” (carcinoma developing upon a 
pre-existing ulcer); five (55 per cent) have not sur- 





vived one year; four (45 per cent) have survived 
over one year. 

Of the remaining thirty (pyloric cancers or cancer 
of the lesser curvature), 77 per cent have not lived 
one year, 23 per cent have lived more than one year. 

Eleven simple pylorectomies (Billroth I) were 
performed; five died in a few days; five survived 
from one to four years and six months; one (total 
gastrectomy) survived three years. 

Six Billroth II; two died in ten and fifteen days 
respectively; four survived from two months to a 
year and ten months. Thus, 45 per cent died in a 
few days and 55 per cent made satisfactory recov- 
eries. Of the sixteen cases ten had an ulcero-cancer 
and six a cancer of the pylorus. The results appear 
better in the ulcero-cancer. 

The extent of the neoplasm, if it causes a stenosis, 
should not be a contra-indication to gastro-enteros- 
tomy, since this allows the patient to be nourished. 

According to the character of the tumor the 
results are different, thus in ulcero-cancers the sur- 
vivors of more than a year are 66 per cent; in cancer 
proper they are only 33 per cent. 

The results are not so good in the young on 
account of the more rapid development of the 
neoplasm. Immediate improvement in general 
follows operative intervention and is very marked in 
most of the cases, being evidenced by increase of 
appetite. Increase in weight is almost constant, 
the degree and rapidity varying. Of seven radio- 
scopic examinations, in six cases the stoma function- 
ated perfectly, in one case the stoma functionated 
slightly and six months later not at all. In two cases 
of the seven, the pylorus had regained in part its 
function. The dilated stomach sometimes retracted. 
But soon the symptoms of the disease recurred, at 
first intermittently, and became constant toward 
the end; namely, digestive disturbances, pain. 
vomiting and hemorrhage if the tumor had been 
left. In some cases the patients complained of 
diarrhcea which is dependent upon the hypo- 
acidity of the gastric juice, which can be effectively 
treated. 

Finally, in two cases there has been noted the 
return of the symptoms of stenosis as a result of 
invasion of the stoma by the neoplasm. Death 
occurred most often as a result of progressive 
cachexia; in other cases it resulted from the 
recurrence of stasis and stenosis; at times as a result 
of metastatic complications. J. Oxinczyc. 


Weil: 
(Beitrag zur Statistik der Magenresektion). 
klin. Wchnschr., 1913, 1, 390. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Of the 800 stomach operations undertaken in the 
last 5% years in the clinic at Breslau there were 157 
resections of the stomach, of which 149 are discussed 
in this paper. Among these there were fourteen 
cases of ulcus callosum which were resected because 
of the impossibility of making a positive diagnosis. 
Of these three died after the operation. In 80 per 


Statistics of Resection of the Stomach 
Berl. 
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cent of the cases a tumor or a resistance could be 
felt before the operation and so a diagnosis was 
made. Pylorus tumors which are easily palpable 
give the best possibility for resection. To determine 
the possibility of a resection, laparotomy alone could 
decide. Bilroth II is the method of choice. Opera- 
tion was done in two steps in three cases. Two 
cases were cured and in the third there developed, 
three weeks after the first operation, an enlargement 
of the tumor to such an extent that it was not 
operabie; therefore this procedure is not used as a 
routine. The mortality of operation of the 135 cases 
operated for carcinoma is 22 per cent. The opera- 
tions were performed by twelve different operators. 
In 75 per cent of the cases at autopsy there was pus 
in the abdomen. The final results showed a con- 
tinued cure of 11 cases operated for ulcus callosum. 
Of the cases operated for carcinoma only 2 to 3 per 
cent showed lasting results. These figures can be 
improved only by operating more frequently than 
before in the earliest stages of carcinoma of the 
stomach. SALZER. 


Berg: The Influence of Gastro-enterostomy on 
Gastric and Duodenal Ulcers. J. Am. M. Ass., 
1913, Ix, 881. By Surg., Gynec. & Obst. 


Berg lays particular stress on the following points: 

1. Simple gastro-enterostomy can influence pylor- 
ic or duodenal ulcer only when there is an attendant 
pyloric spasm. In the absence of the latter all food 
passes through the patent pylorus, even though a 
gastro-enterostomy is present, and so the ulcerated 
area is not protected from trauma. 

2. The reflux of duodenal contents into the stom- 
ach is a natural attendant on gastro-enterostomy 
and serves to alleviate the distressing symptom of 
hyperacidity, but it does not favor healing of the 
ulcer. 

3. Gastro-enterostomy will not protect against 
recurrence of the ulcer. Barring the question of 
malignant degeneration of a healed or healing ulcer, 
excision of an ulcer has no particular merit over a 
gastro-enterostomy toward preventing recurrence 
or recrudescence. 

4. Pylorectomy does protect against recurrence, 
but it has an attendant higher mortality. Gastro- 
enterostomy with pyloric exclusion favors healing 
of the ulcer, and has the same value in preventing 
recurrence as has pylorectomy, with the advantage 
over the latter of a very low mortality (1.5 to 2 
per cent against 12 to 14 per cent). 

He has found the occluding ligature safe and easi- 
ly applied. A heavy Pagenstecher thread is passed 
behind the stomach, just proximal to the antrum, 
then threaded on a curved needle and one or two 
stitches taken through the peritoneum and muscu- 
laris of the anterior wall of the stomach, to prevent 
the ligature from sliding, and on slowly tying the 
mucous walls of the stomach are brought together 
but care is observed to avoid constricting the circula- 
tion. This operation has all the advantages and 
none of the disadvantages of pylorectomy. It is the 


only way in which, on the basis of preventing the 
passage of food through the patent pylorus, we can 
prevent the recrudescence or reformation of gastric 
ulcer, since with healing of ulcer after gastro- 
enterostomy the pyloric spasm, which causes the 
stomach contents to flow through the artificial open- 
ing, subsides, the pylorus opens, the artificial open- 
ing closes and food once more passes through the 
pylorus over the ulcer surface. 

Berg has practiced this operation of pyloric exclu- 
sion many times since 1901 for bleeding ulcers in the 
pyloric region, for duodenal fistula or accidental 
wound of the duodenum and for simple or callous 
ulcer in the pyloric portion of the stomach. He has 
practically never seen any bad results. 

L. G. Dwan. 


Hertz: The Cause and Treatment of Certain 
Unfavorable After-effects of Gastro-enter- 
ostomy. Proc. Roy. Soc. Med., 1913, vi, 155. 

By Surg., Gynec. & Obst. 

Hertz draws attention to some of the unfavorable 
after-effects of gastro-enterostomy. A very small 
percentage of patients upon whom a gastro-enteros- 
tomy has been performed have at some later period 
complained of symptoms which were trivial in com- 
parison with those of the condition for which the 
operation was carried out, but which were none the 
less sufficient to prevent the patient from regarding 
the result of the operation as entirely satisfactory. 
The author claims that the symptoms in a con- 
siderable proportion of cases are due to: (1) Too 
rapid drainage of the stomach or, (2) situation of the 
stoma above the upper level of the gastric contents. 

In the former, the patient complains of a sensation 

of fullness which occurs during each meal and dis- 

appears rapidly. This sense of fullness is localized 
slightly lower than the former position of pain or 
discomfort for which the operation was performed. 

In some cases there is a slight diarrhoea, the bowels 

being opened after each meal; and, except for the 

first stool passed in the day, are unformed or even 
fluid. In this group of cases, X-ray examination 
reveals a small, hypertonic stomach with too rapid 
drainage of the food into the jejunum. The jeju- 
num is consequently distended in an abnormal way 
and brings about a sensation of fullness. The 
diarrhoea is mainly due to the irritation of the 
bowels by food which has escaped too rapidly from 
the stomach for efficient gastric digestion, and con- 
sequently there is an absence of the normal stimula- 
tion of pancreatic secretion by hydrochloric acid in 
the duodenum and the food does not undergo 
sufficient compensatory digestion in the intestines. 

Complete relief or considerable improvement 
occurs if the patient lies down for an hour after each 
meal as the stomach empties itself less rapidly in 
this posture. In addition the patient should be 
given some active pancreatic ferments at each meal 
to compensate for the deficiency of the normal secre- 
tion. Small doses of belladonna and cocaine given 
half an hour before meals are also of value. 
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In the second class of cases, where there was 
extreme dilatation of the stomach, the author noted 
that in the vertical position the whole of the gastric 
contents accumulated in the lowest part of the 
stomach in such a way that their upper limit was 
below the pylorus. In such cases nothing could 
leave the stomach, however strong the peristalsis, 
until the patient lay down. By supplying the pa- 
tient with an abdominal support and making him 
lie down for an hour after meals on his left side, 
complete relief was eventually obtained. 

Cuas. GorDoN HeEvyp. 


Glaessner and Kreuzfuchs: Pylorospasms (Uber 
den Pylorospasmus). Miinchen. med. Wchnschr., 1913, 
Ix, 582. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors contend that the motility of the 
stomach is influenced not only by the gastric secre- 
tions themselves, but also by the secretory condi- 
tions of those parts of the digestive canal beyond 
the stomach, particularly by those of the duodenum 
(Pawlow’s Chemoreflex). By means of the X-ray 
he studied pylorespasm in connection with ventricular 
ulcer, achylia gastrica, duodenal ulcer, biliary and 
pancreatic affections. 

They differentiate between immediate and de- 
layed pylorospasm. In ventricular ulcer the former 
occurs with pain immediately after filling the 
stomach and is characteristic of this condition. The 
spasm may soon subside and is, therefore, not deter- 
mined by the length of time the ingesta remain in 
the stomach. 

On the contrary, delayed spasm occurs in affec- 
tions of the duodenum, biliary passages or pan- 
creas. It, too, is synchronous with the pain, but 
appears at a later stage in the digestive process. 
The pain depends in both instances upon the 
pylorospasm, its location being identical, and it is no 
way dependent upon the mechanical or chemical 
considerations of the organs involved, as the authors 
point out most conclusively. 

Pylorospasm and physiological pylorus reflex 
depend alike upon the relation between the acidity 
of the stomach and the alkalinity of the duodenum. 
The authors have formulated the relation as follows: 
HCl in excess of alkalinity=pylorospasm. HCl 
equal to or less than alkalinity=open pylorus and 
automatic gastric motility. From the acidity alone 
one cannot draw any conclusions regarding pyloric 
action. 

In man, the acidity of the stomach and the 
alkalinity of the pancreatic juice are at all times and 
under all circumstances equivalent in value from a 
physiological standpoint. OEHLER. 


McGlannan: Intestinal Obstruction: a Clinical 
Study of 181 Cases. J. Am. M. Ass., 1913, Ix, 
733- By Surg., Gynec. & Obst. 

The author analyzes 181 cases of intestinal ob- 
struction. He studies the clinical picture of early, 
curable obstruction and endeavors to determine the 





proper character and extent of operation when 
gangrene and toxemia are present. 

He divides the course of obstruction into three 
stages: (1) the stage of onset; (2) the stage of 
compensation; (3) the stage of complications (local 
or systemic). In most cases the symptoms of the 
various stages merge into each other, irrespective 
of definite periods of time. 

Symptoms of onset. The most constant initial 
symptom is paroxysmal abdominal pain. This was 
present early in all cases. Pain with constipation 
occurred in 30 per cent of the cases. There may be 
diarrhoea and bloody stools, especially in intussus- 
ception and intestinal tumors. The usual sequence 
of symptoms is pain, vomiting, and constipation. 
Gastric lavage does not relieve vomiting as in acute 
dilatation. There may be initial vomiting or simply 
hiccough. From statistics of operated cases the 
author concludes that abdominal pain alone, or pain 
with vomiting or constipation, or both, which are 
not relieved by lavage and enemata, are indications 
for immediate operation. He notes that purgatives 
may do harm. 

Symptoms of the second stage. The most charac- 
teristic symptoms are visible peristalsis or visible 
stiffened intestinal coils. In addition, vomiting, 
fecal vomiting, distention (regional or general), 
usually with tympanites, leucocytosis, and lowered 
blood pressure are present. Purgation should not 
be given in the second stage unless the patient is 
prepared for operation. Immediate operation is 
advised when an enema gives no result either as to 
bowel movement or as to relief of symptoms. In 
the second stage, the symptoms were not relieved 
in thirty-nine cases; eighteen were operated and 
recovered; eleven out of twenty-one, operated upon 
later, died (gangrene was present). 

Symptoms of the third stage. These are toxemia, 
gangrene, peritonitis, and altered kidney function. 

Operative treatment. ‘This varies according to the 
nature of the obstruction and the condition of the 
individual case. 

The author concludes that in the first stage the 
best operative procedure is relief of the obstruction. 
The same is true in the second stage if gangrene is 
not present. If it is, resection is indicated, or en- 
terostomy and resection, or simple enterostomy with 
the loop packed off outside the abdomen, according 
to the condition of the patient. In the third stage 
enterostomy is best, either alone or with other pro- 
cedures. The first duty in this stage is to remove 
toxic material by opening the bowel above the ob- 
struction. Mavrice J. GELpr. 


Whipple, Stone and Bernheim: Intestinal Ob- 
struction. I. A Study of a Toxic Substance 
Produced in Closed Duodenal Loops. J. Exp. 
M., 1913, xvii, 286. By Surg., Gynec. & Obst. 

The authors have made a study of the problems 
of high intestinal obstruction by means of closed 
duodenal loops in dogs. By using closed, washed 
loops they were able to exclude such factors as bile, 
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gastric and pancreatic juices and food products, and 
bacterial action was minimized. ‘The loops were so 
made that the circulation was not disturbed and the 
intestinal coats were not injured. It was found that 
all these dogs died in about 48 hours (none lived 
more than three days) with the symptoms of high 
intestinal obstruction — low temperature and blood 
pressure, diarrhoea and vomiting, muscular tremors, 
splanchnic congestion and general collapse. The 
loops contained at the time of autopsy varying 
amounts of fluid or pasty material. When the loop 
was drained, at the time of operation, it was found 
that some of the dogs lived a month or more. 
Others died in 2 to 5 days with typical symptoms. 

The work was carried further in the study of the 
nature and origin of the toxic substance produced. 
The material from the loop, after dilution, autalysis, 
sterilization and filtration, produces a typical toxic 
effect when administered to a normal dog intra- 
venously, intraperitoneally or subcutaneously. The 
only difference noted is in the rapidity of the fatal 
issue, absorption from the latter two sites being 
slower. The liver seems to have no detoxicating 
action as dogs with Eck’s fistule survive no longer 
than those without. 

No secretin was found in the duodenal fluid and 
the pancreatic secretion was not influenced by the 
injection of the material. 

The authors conclude that there seems to be no 
escape from the conclusion that a toxic substance 
is formed in a closed duodenal loop and that this 
material is absorbed from it and causes intoxication 
and death. James F. CHURCHILL. 


Whipple, Stone and Bernheim: Intestinal Ob- 
struction: II. A Study of the Toxic Sub- 
stance Produced by the Mucosa of Closed 
Duodenal Loops. J. Exp. M., 1913, xvii, 307. 

By Surg., Gynec. & Obst. 

This paper comprises a report of a series of experi- 
ments showing that a toxic substance is produced 
by the intestinal mucosa in closed duodenal loops 
and can be demonstrated in it, and that the poison 
will not be formed when the mucosa has been de- 
stroyed by chemical means. No such poison can 
be demonstrated in the normal mucosa. 

Blood taken from a dog with a closed duodenal 
loop was found to be non-toxic to a normal dog. 
Further, blood taken from a dog 2 hours after it had 
received a fatal dose of intestinal fluid intravenous- 
ly, was found to be non-toxic toa normaldog. This 
would show that the toxin must be fixed by the 
tissues very rapidly. No anaphylactic reaction was 
produced by a second injection of blood from a 
poisoned animal, showing that no foreign protein is 
present. The evidence that the toxic substance 
can be isolated from the mucosa was obtained as 
follows: The mucosa from a dog with a closed loop 
was washed, then scraped off, diluted with salt solu- 
tion and autolized with chloroform and toluol. 
Autolysis was allowed to continue for as long as five 
weeks, in one instance. The material was then 


heated to 61°C., centrifuged and filtered. When 
given to normal dogs, intravenously, typical symp- 
toms of intoxication were produced. When large 
amounts were given, death occurred. No intoxica- 
tion was produced when the same procedure was 
carried out with normal mucosa. Intestinal mucosa 
from a dog poisoned with duodenal loop fluid was 
also non-toxic. 

Attempts at removing the bacterial element in 
the closed loops by means of washing with bichloride 
of mercury, and other inhibiting solutions, had no 
effect on the appearance of toxic symptoms. It was 
found that, if the mucosa of the loop was destroyed 
by sodium flouride, a toxic substance was not formed. 
This was proven by the observation that no toxic 
effect was produced in normal dogs when the loop 
fluid was given intravenously. This, the authors 
believe, is the final proof that the toxic substance is 
elaborated by the duodenal mucosa. 

It was observed that when toxic loop contents 
were injected into the jejunum of a normal dog, no 
effect was produced, proving that the toxic sub- 
stance is not absorbed by the normal intestinal 
mucosa. James F. CHURCHILL. 


White, Andrews, Saundby, Lane, Harley and 
Colyer: Symposium: Alimentary Toxzmia. 
Brit. M. J., 1913, 1, 537. By Surg., Gynec. & Obst. 

White, in introducing the subject, said that the 
term “Alimentary Toxemia’’ at once showed our 
ignorance. Cases should be grouped according to 
the variety of the poison, and not according to the 
point of entrance of the poison. Unfortunately, 
in the present state of our knowledge, this was 
impossible. The simplest alimentary toxzmia was 
that due to pyorrhoea-alveolaris. This was capable 
of producing various ili effects, either by impeding 
mastication, by the swallowing of micro-organisms, 
or by causing septicemia by absorption of organisms 
from the gums, of which he had seen several fatal 
cases. The question of the production of bacterial 
poisons in the alimentary tract was a very wide one. 
External temperature was said to play a part, and 
some observers had stated that the intestinal con- 
tents of arctic animals were almos* sterile. 

Intestinal bacteria usually remeined in their cus- 
tomary habitat, but various influences might induce 
variations from this normal. He mentioned the 
case of a woman in whom lavage always showed the 
gastric contents to be swarming with bacillus coli. 

Herter had taught us that there were probably 
three groups of cases of alimentary toxemia caused 
by micro-organisms. 

(a) The indolic, in which the probable fault was 
that the colon bacillus invaded the lower part of the 
small intestine, and the patient was unable to digest 
carbohydrates, and usually passed abundance of 
indican. 

(b) The saccharo-butyric, in which the organism 
mostly concerned was the B. aerogenes capsulatus; 
the abnormal changes here occurred in the large 
intestine. 
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(c) A group combined of a and b. 

It was necessary to bear in mind, when thinking 
of alimentary toxemia, that the culture medium 
was as important as the bacteria, a good example of 
which fact was the improvement which followed the 
withdrawal of carbohydrates in cases of carbo- 
hydrate dyspepsia. Much work had been done 
on the excretion of indican and ethereal sulphates 
in the urine, but although excessive indican was often 
associated with serious intestinal disturbance, yet 
it was generally allowed that the poison producing 
alimentary toxemia was neither indol, indican nor 
ethereal sulphates. Mellanby and Twort had iso- 
lated creatin-destroying organisms from the ali- 
mentary canal, and found in animals another 
bacillus producing B.imidazolethylamine, a powerful 
poison, from histidine. This poison was probably 
destroyed in the liver, and was suggested as a cause 
of cyclic vomiting. 

White suggested that enterogenous cyanosis was 
a form of alimentary toxemia from which much 
might be learned, because the chemical bodies in- 
volved in its etiology—namely, hydrogen sulphide 
and the nitrites—were simple and readily inves- 
tigated. Nevertheless, comparatively little was 
known about this disease. 

Lately it had been urged with much insistence 
that intestinal toxemia was due to intestinal stasis 
and the speaker thought that this was very probably 
true; nevertheless, it must be remembered that some 
people were perfectly well if their bowels were only 
opened once a week. If the poisons at work were 
bacterial, the quantity of them produced would 
depend upon the number of organisms, and the 
suitability of the medium for their growth might be 
so favorable that toxemia would result without any 
stasis. 

Those who held that stasis was mechanical in 
origin differed as to its cause, and evidence deduced 
from X-rays must be received with much caution. 

The speaker considered briefly the methods of 
treatment and urged that the results of surgical 
procedures undertaken for the relief of intestinal 
stasis should be carefully considered, and should 
be made the subject of the fullest possible reports. 

ANDREWS dealt with the bacteriology of the 
alimentary canal, and stated that the habitual 
tenants of the gut were facultative anerobes, and 
that even strict anerobes could grow there freely. 
Certain groups of bacteria had specifically adapted 
themselves to life in the intestine and had practically 
abandoned other modes of existence, as for example 
the B. coli group, most of the streptococci, and cer- 
tain anewrobes. In the healthy buccal cavity 
bacteria were present according to Gordon to the 
number of 10 to 100 millions per cubic centimeter, 
of which at least nine tenths were streptococci. In 
the stomach and duodenum bacteria were extremely 
few and in the small intestines, as long as the con- 
tents were fluid, their number was not very high. 
In the cecum and colon the conditions for bacterial 
growth were very favorable, and the number of 


organisms per gram of normal feces ranged between 
100 and 1,000 million. 

The speaker discussed the named species of flora 
of the alimentary canal and dealt especially with the 
distinctions in the varieties of streptococci met with. 
He could see no good evidence that it was of benefit 
to us to have our intestines swarming with bacteria, 
many of the products of which seemed harmful to 
us. Bacteria were not altruists, but took advantage 
of the favorable conditions in the gut purely for 
their own good, and if we escaped harm it was solely 
by the evolution of various protective mechanisms. 

Retention of the contents of any portion of the 
gut produced an abnormal bacterial flora and the 
speaker discussed the changes produced by infection 
of the gums and considered the bacteriology of the 
gall-bladder. In the colon, retention of the contents 
favored the multiplication of the normal bacteria 
and at the same time gave opportunity for the ab- 
sorption of any toxic products which might be pro- 
duced. 

Andrews defined alimentary toxemia as being 
the absorption from the alimentary canal of chemical 
poisons, of known or unknown composition, in 
sufficient amount to cause clinical symptoms, the 
blood having served as a channel of distribution to 
the tissues which are poisoned. He mentioned the 
frequent slight invasions of the blood stream by 
organisms growing in the gut, and pointed out that 
his definition excluded these cases. He discussed 
the possible function of the thyroid gland in neutra- 
lizing the harmful effects of the absorption of toxins 
and mentioned the probably feeble toxic effects of 
the products of protein decomposition. There was 
a possibility that excessive bacterial activity in the 
intestine might have a negative as well as a positive 
influence, by causing a destruction of substances 
necessary for normal tissue metabolism. 

SAUNDBY considered the symptoms and treatment 
of alimentary toxemia from the medical standpoint. 
He spoke of vegetable and animal food poisons, 
mentioning phalline, muscarine and flower among 
the former, and discussing the production and effects 
of the ptomaines and leucomaines among the latter. 
Certain foods became poisonous from the absence 
of some principals normally present, and the speaker 
mentioned beri-beri, pellagra and scurvy in this 
connection. Saundby discussed at some length the 
symptomatology of food poisoning, and stated that 
the connection of such diseases as pernicious anemia 
and chlorosis with abnormal conditions in the in- 
testine was by no means proved. He did not con- 
sider that mere fecal retention caused pathological 
symptoms, but held that constipation was a not 
uncommon cause of chronic intestinal catarrh and 
that it was to these inflammatory consequences that 
the symptoms associated with constipation must be 
attributed. He mentioned the various protective 
mechanisms at work in the body, and proceeded to 
discuss the principles of the treatment of alimentary 
toxemia, which he said should be directed to prevent 
the further formation of poisons and to the destruc- 











GENERAL SURGERY — SURGERY OF THE ABDOMEN 29 


tion and elimination of those already present. This 
might be accomplished by cutting off the supply of 
material, by reinforcing the digestive juices, by 
bacterial action, by drugs and by hydrotherapeutics. 

He concluded that under normal conditions 
natural protective agencies were sufficient to shield 
the body from the dangers of poisons produced in, or 
introduced into, the gut in moderate quantities. 
That infrequent or incomplete evacuation of the 
colon did not in itself cause disease, but that such 
symptoms as arose resulted from a breakdown in 
the protective machinery. The diet should be a 
mixed one of both animal and vegetable composi- 
tion. Finally, when toxemia was present, he held 
that treatment should aim at eliminating the poison 
present, preventing further introduction, and rein- 
forcing the natural protective agencies. Removal 
or exclusion of the colon was justifiable in the pres- 
ence of extensive disease in its walls. 

LANE discussed the surgical aspect of the condi- 
tion. He held that alimentary toxemia resu!ted 
from chronic intestinal stasis, and the consequent 
infection of the gastro-intestinal tract, due to im- 
proper feeding in early life, and subsequently to the 
prolonged assumption of the erect posture ‘of the 
trunk. The changes that resulted in the drainage 
scheme were evolutionary in nature, and simply 
mechanical in origin. Bands, representing the 
crystallization of resistences, developed to oppose 
the downward displacement of the viscera. At their 
commencement, these bands served a useful purpose, 
but later they tended to impair the function of the 
part and consequently to shorten life. The effluent 
through any portion of the intestine could be con- 
trolled by mechanical means applied externally, as, 
for instance, by a band, a membrane, or an appendix, 
while the contents of the intestine might also be 
dammed back by the accumulation of material 
beyond. This was illustrated by the obstruction 
in the long pelvic colon seen so often in tuberculosis 
and rheumatoid arthritis in young people. 

The results of stasis showed themselves in two 
distinct ways. The mechanical results of delay in 
the small intestines were interference with the emp- 
tying of the duodenum, with consequent inflamma- 
tion, ulceration, and, later, cicatrization in its first 
part. Consequent on this came spasm of the 
pylorus, with dilatation of the stomach. The strain 
of the heavy stomach, often increased by a loaded 
transverse colon, induced inflammation and ulcera- 
tion of the lesser curvature of the stomach at the 
site of greatest strain. An ascending infection of the 
intestine took place, leading to disease in the organs, 
such as the pancreas and gall-bladder, which opened 
into the gut. 

Besides the mechanical changes, the chief trouble 
consequent on stasis was the autointoxication pro- 
duced by the absorption from the gut, and especially 
the small gut, of more toxic material than could be 
eliminated. This autointoxication produced de- 
generation in every tissue in the body. The effect 
of the poisoning was shown in the heart, vessels, 


kidneys, and muscles, and induced a great loss of 
fat. The skin became thin and pigmented. The 
breasts showed degenerative changes and_ the 
thyroid and other ductless glands might be affected. 
The general temperature was subnormal and that of 
the extremities markedly so. Microbic cyanosis 
might be present. The cerebro-spinal system was 
markedly affected. The patient was depressed, 
stupid, unfit for work, and suffered from headache 
and often neuralgia and neuritis. The mental con- 
dition of these cases often bordered on insanity. 
Changes in the organs of special sense were common. 

An important effect of stasis was a lowering of the 
general resistance of the body, which was perhaps 
most commonly seen in the frequent occurrence of 
infection of the gums. Lane did not believe that 
tubercule or rheumatoid arthritis could exist except 
in the presence of autointoxication, and adduced 
evidence in support of this statement. 

If we wished to deal with primary causes rather 
than end results, it was necessary, in all cases of 
autointoxication resulting from stasis, to improve 
the drainage of our bodies. Whether this could be 
effected sufficiently by the use of lubricants, an 
abdominal support and diet, or whether operative 
treatment was required, depended on the nature of 
the case. X-rays afforded great assistance, indicat- 
ing not only the rate of passage of the contents 
through the gut, but often the exact nature of the 
obstruction as well as many of the changes in the 
heart and aorta which were often serious complica- 
tions of autointoxication. 

In most cases, obstruction of the ileal effluent was 
at fault, and this could be dealt with by the removal 
of a controlling appendix, by the division of an ob- 
structing band, or, in other cases by fixing the 
divided ileum into the pelvic colon. This last meth- 
od of treatment was by far the most efficient and 
produced marked and immediate improvement. 
Occasionally it was necessary to remove the large 
bowel as well. Lane stated that chronic intestinal 
stasis was a subject growing very rapidly in impor- 
tance and that it could not be decided merely by 
conjecture or on previous experience, but had to be 
dealt with by the light of hard facts as afforded by 
the results of operative interference. 

HARLEY considered the toxins of the alimentary 
canal, and mentioned the difficulties connected 
with the subject. He discussed the products occur- 
ring in the gut which might be poisonous, and men- 
tioned the substances from which they were derived. 
The thinness of the epithelial cells in children and 
old people perhaps explained the greater frequency 
of toxic attacks in them. Delay in the intestines 
led to a marked increase of aromatic substances in 
the bowel, which were eliminated as aromatic 
sulphates; and in atony or dilatation of the cacum 
there was marked increase of indican in the urine. 
The persistence of an increased quantity of indican 
and aromatic sulphate in the urine was significant 
and these patients had a muddy complexion with 
lassitude and headache. 
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CoLyER dealt with the dental aspect of the ques- 
tion, and stated that the two main causes of oral 
sepsis were caries, and gingival disease leading to 
periodontal disease. He did not claim that oral 
sepsis was as important as intestinal sepsis, but it 
was a prolific source of ill health, and it was more 
intractable and serious in its results in patients who 
were mouth-breathers. He knew no means of cur- 
ing periodontal disease excepting by free extraction. 

E. G. SCHLESINGER. 


Kriiger: Mobilization of the C2ecum by Surgical 
Method and Comments on Kofmann’s 
‘““The Functional Disconnection of the 
Appendix ’’ (Operative Mobilisierung des Coecum 
bei Appendektomie, sowie Bemerkungen zu dem 
Artikel Kofmanns: Uber die Ausschaltung des Wurm- 
fortsatzes). Zentralbl. f. Chir., 1913. xl, 85. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author argues against Kofmann’s advice to 
operate upon the appendix by suturing the cecum 
and the proximal end of the appendix, thus closing 
its lumen. It is quite probable that the appendix, 
although disconnected functionally, may become 
infected again through the blood stream. In fact, 
such cases of empyema of the disconnected appendix 
are on record. Some of these were accompanied by 
perforations. In these cases it seemed immaterial 
whether the appendix was isolated from the cecum 
by previous attacks or whether a complete stenosis 
had separated a peripheral portion of the appendix. 
Under all circumstances it seems necessary to re- 
move the appendix in its entirety. 

1. One can avoid the difficulty in appendectomy 
where the appendix lies behind the cecum by adapt- 
ing the abdominal incision to the position of the 
appendix. Therefore, it is always important to try 
to determine its position before the operation. The 
author prefers incision of Riedel, and always places 
this one fingers’ breadth above the ligamentum 
inguinale. But the distance of the incision from the 
spine varies. 

2. In cases where the appendix is located behind 
the cecum the cecum is first mobilized according 
to Kocher’s method for the duodenum. An incision 
two to three centimeters long is made in the perito- 
neal fold between the abdominal wall and the cecum, 
and if necessary a somewhat longer incision is made 
in the peritoneum parallel to the caecum and ascend- 
ing colon. In this way the large intestine can be 
turned towards the median line and the hidden 
appendix will easily be brought to view. O&rHLER. 


Muller: The Insufficiency of a Czcal Anus to 
Assure a Permanent Opening for the Large 
Intestine in Cases of Occluding Carcinoma 
of the Rectum and Sigmoid (De |’insuffisance de 
l’anus cecal pour assurer en permanence a vidange dun 
gros intestin dans les cancers occlusifs du rectum et de 
VS iliaque). Lyon chir., 1913, ix, 296. 

By Journal de Chirurgie. 


The observation of Muller can be summed up in a 
few lines: In a man 70 years old, with cancer of the 


rectum and sigmoid, in case of accidental occlusion, 
the emergency procedure was cxecostomy. The 
patient recovered from the operation, but soon the 
artificial anus contracted, functionated badly and 
gas and fecal matter distended anew the intestinal 
canal. The cecal orifice was then enlarged, which 
was transformed into a new anus large enough to 
admit two fingers. In spite of this new intervention, 
in spite of frequent lavages of the distal end, the 
engorgement of the large intestine persisted, the 
distention of the colon became enormous, and the 
only means of assuring its regular evacuation was 
an iliac colostomy performed a few months later. 
This fact confirms once more the classical notion 
that the iliac anus constitutes the only real, effi- 
cacious treatment of inoperable rectal cancers. The 
cecal anus still has its indications as an emergency 
procedure in cases of acute obstruction but it cannot 
bring about the regular evacuation of the big gut. 
To make this iliac anus, Muller prefers the pro- 
cedure of Jaboulay (lateral incision, pulling up and 
everting the mucosa which is fixed to the skin at a 
distance from the incision); he thinks this is better 
than the method of Reclus or to that of making the 
terminal anus by complete section of the intestine 
and closure of the distal end. Cu. LENORMANT. 


Cohn: The Appendix in the X-ray Picture (Der 
Wurmfortsatz im Réntgenbilde). Deutsche med. Wchn- 
schr., 1913, XXxix, 606. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Technique of examination: Position on back with 
slight rotation to the right. Patient takes bismuth 
meal in the morning. Examination begins after 
four hours; repeated transillumination as well as 
instantaneous radiograms. According to Trigoneff, 
the bismuth filling of the appendix succeeds in all 
cases in which the lumen is free and its connection 
with the cecum is not interrupted. The position of 
the appendix changes with the horizontal or vertical 
posture of the individuals. The appendix follows 
the movements of the cecum and makes its own 
movements around the cecum, regarded as a fixed 
point. The filling of the appendix does not occur 
simultaneously with that of the cecum. After 7-8 
hours, and at times only on the day after taking the 
meal, is the shadow of the appendix recognized, 
while the masses of bismuth can be demonstrated 
in the cecum often after four hours. The filling 
occurs through retrograde movements of the cecum. 
Just as regular as the filling is the emptying of the 
contents of the appendix. We find the appendix 
empty, while the cecum is still filled; on the other 
hand we find it still filled when the bismuth meal 
has practically left the intestine. Trigoneff saw 
repeated filling and emptying during a digestive 
act. Changes in the position of the organ, its varied 
configuration, are recognized. A constantly abnormal 
form may be produced by adhesions. Constrictions 
similar to the haustral segmentations of the cecum 
are physiological and are not to be interpreted as 
stenoses or obliteration. FRANGENHEIM. 
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Jackson: Membranous Pericolitis and Allied 
Conditions of the Ileoczecal Region. Ann. 
Surg., Phila., 1913, lvii, 374. 

By Surg., Gynec. & Obst. 

In this article Jackson described in detail mem- 
branous pericolitis. The membrane in this condi- 
tion is usually a transparent, vascularized veil-like 
structure with bright red vessels running parallel 
with the long axis of the ascending colon. In some 
instances it appears as though the membrane came 
onto the colon from the lateral parietal wall just 
above the cecum and courses upward, to disappear 
beneath the liver on the superior layer of the trans- 
verse mesocolon. In other instances it seems at- 
tached to the under surface of the liver, or it appears 
as though it had begun above and descended on the 
colon to its termination, usually just above the 
cecum. Cases have been recorded where it passed 
across and upward to the transverse colon. 

The membrane does not resemble the ordinary 
conception of an adhesion. It is never adherent to 
the abdominal wall nor to any contiguous loops of 
small intestine. Instead it resembles, more closely 
than anything, a thin pterygium. In recent cases 
the membrane is quite free and produces but limited 
restriction to the underlying colon. In more ad- 
vanced and characteristic cases it seems to bind the 
colon close to the posterior abdominal wall, and 
produces such marked angulations and convolutions 
of the colon as to practically produce a stricture of 
its lumen. 

Etiology. ‘There are many theories: 

1. Congenital — Many regard it as of congenital 
origin, but differ as to exact anatomical derivation. 

2. Mechanical — Some regard it as a physio- 
logical response to mechanical demand. 

3. Inflammatory — Two general theories exist 
under this heading, one assuming a spreading peri- 
tonitis from points of original infection without, and 
the other a reaction from infection within ihe contig- 
uous gut. 

The author himself inclines to the belief that 
varied causes may be responsible. 

Symptomatology. The following symptoms com- 
bined are usually sufficient to establish a definite 
clinical syndrome: 

1. Pain — This pain practically always has at 
some period a definite abrupt onset and is marked 
by periods of acute exacerbations. It is diffuse over 
the right side of the abdomen, though ofttimes 
accentuated over cecum and hepatic flexure. 

2. Tenderness — Diffuse tenderness without any 
attendant right rectus rigidity. 

3. Constipation — Marked, particularly in well 
developed cases. 

4. Gastric disturbances Ofttimes 
“chronic gastritis’ or ‘‘ gastric ulcer.” 

5. Loss of weight and tone —In long standing 
cases, patient shows general picture of intestinal 
auto-intoxication. 

6. Neurasthenia — Develops late and may be 
overshadowed by melancholia. 
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Differential Diagnosis — Diagnosis can _ nearly 
always be made from careful study of symptoms. 
Additional evidence may be gleaned from use of 
X-ray, following ingestion of bismuth. Condition 
must be differentiated from (1) chronic appendicitis, 
(2) gall bladder disease, (3) gastric ulcer, (4) 
disease of ovaries, (5) chronic colitic, (6) Lane’s 
kink, (7) kidney stone. 

Treatment. 1. Non-surgical — This would in- 
volve: (1) the proper drainage and the removal 
thereby of causative factors; (2) the establishment 
of a correct dietary to factors of fermentation, 
putrefaction, and irritation; (3) methods for develop 
ment of normal evacuant capacity of a gut whose 
muscular tone is impaired or interfered with — as 
by massage and exercise; (4) direct medication of 
the colon, mainly through colonic lavage aided by 
varied possible specific medicinal agents; (5) 
external supports to correct malpositions and obvi 
ate stasis of gravity. 

2. Surgical Treatment — (1) Lleocolostomy has 
been used as a means of short-circuiting intestines. 
Colon may or may not be resected. (2) Cacostomy 
and appendecostomy have been used in some cases 
on the basis that membrane was result of chronic 
colitis. (3) Cacopexy has been advocated in cases 
of ‘“‘mobile cecum.” (4) Plication of caecum is 
used where cecum is dilated and thinned. (5) 
Where angulation of flexures is marked, operation 
similar to Finney’s pyloroplasty has been advo 
cated. (6) Membrane itself may be simply divided 
or removed completely. 

In conclusion the author suggests that a judicious 
surgical selection from all the methods will give the 
best results, as no one method should be followed as 
a routine. He further emphasized the following up 
of any surgical procedure by vigorous after-treat- 
ment along general lines before indicated. 

R. W. McCNEALY. 


Fago: Contribution to the Study of the Con- 
genital Megacolon (Contributo all studio sul 
megacolon congenito). Gazz. de. osp. e de. clin., Milano, 
1913, XXXIV, 300. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author shows that the above named clinical 
picture has improperly been called Hirschsprung’s 
disease, and in 1846 was described by Favalli as 
such. The author describes the different types of 
mega colon: 1. Simple megacolon in which the 
length of the small intestine to that of the large, 
which is normally seven or eight to one, is increased 
in favor of the latter. 2. Megacolon in which there 
is a thickening of the entire colon in diameter as 
well as in the thickening of the wall. 3. Enlarge- 
ment of a part of the colon with or without com- 
pensatory hypertrophy and dilatation of the central 
section of the colon. The pathologic changes of the 
individual layers of the intestinal wall of these 
sections of the intestine are accurately described. 

They are explained upon embryonic, nervous, or 

circulatory causes. The symptomatology of the 
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new-born, the child, and the adult is given. Death 
follows through autointoxication, intestinal colic, 
peritonitis following perforation, intestinal occlusion 
or through cachexia. In more than 57.7 per cent of 
the cases the disease ends fatally; 75.6 per cent of 
the patients are men. The etiology of the disease 
is unknown; it is usually congenital. Internal 
treatment of the condition is useless. The author 
discusses the different methods of operations and 
advises against colostomy (artificial anus high up). 
Better results are obtained by iliosigmoidostomy, or 
the partial or total colonectomy. ‘The ideal opera- 
tion is that suggested by Parlavecchio, which again 
gives normal anatomical relationships. Burk. 


Chalier and Perrin: Immediate and Remote Re- 
sults in Combined Operation for Cancer of 
the Rectum (Résultats immédiate et éloignés de 
Vopération combinée dans le cancer du rectum). Lyon 
chir., 1913, ix, 150. By Journal de Chirurgie. 

The work of Chalier and Perrin, a statistical 
study, is of much value; the authors have collected 
all the published observations of combined opera- 
tions, amputations or resections, and they have 
added a certain number of unpublished cases belong- 
ing to Albertin, Delore, Hartmann, Lagoutte, 
Lecéne. As a result they present a total of 189 
cases, the summary of which constitutes the first 
part of their work. The following are the principal 
facts from these important statistics. 

1. Immediate results: Operative mortality: The 
total mortality is 83 in 187 operations of which the 
result is known; that is, 44.6 per cent. If the 
isolated cases are eliminated and only the statistics 
of surgeons who have practised an appreciable 
number of combined operations are used it is seen 
that the mortality in these statistics varies between 
16.6 per cent (Jonnesco), and an average of 40.8 
per cent. 

As is generally recognized, although the difference 
is less striking than some statistics based on less 
numerous cases would lead one to believe, Chalier 
and Perrin find the operative prognosis better in 
woman (31 per cent) than in man (fifty-two per 
cent). The gravity of the operation increases 
progressively with age. It is practically the same 
in amputation (42.8 per cent for 126 cases), as in 
resection (43.5 per cent for 62 cases). Infection 
(peritonitis, pelvic cellulitis, septicemia, etc.) is 
the chief cause of post-operative mortality, all the 
more as it is necessary to attribute to it the greater 
part of the deaths attributed to shock or collapse; 
the other causes of death are anuria, pulmonary 
complications, intestinal obstruction (2 cases), 
hemorrhage. 

Among the complications which are not fatal 
but delay cure are found retention of urine, more or 
less prolonged, wound of the ureter (Milward) or of 
the bladder (Rotter), foetal fistula following gan- 
grene of the upper end of the intestine, the develop- 
ment of a stenosis at the site of union of the two ends 
of the bowel (3 cases). 
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2. Late results: The number of observations 
used in this connection are only eighty-five. Of this 
number are noted fifteen recurrences and six deaths 
by metastases of which some have been relatively 
late (after 3, 5, 6 years), which again shows the 
insignificance of the arbitrary period of three years, 
after which a number of authors regard operative 
cases as cured. Forty-one survived without recur- 
rence from two months to three years; fourteen 
survived without recurrence from three to twelve 
years; the nine other cases died as a result of inter- 
current diseases or without the cause of death being 
known (three of them had been without recurrence 
3, 4, 19 years). The proportion of recurrence is 
greater in woman, probably by reason of the lower 
primary mortality. The authors regard these 
results as clearly superior to those of other methods 
of excision of the rectum. 

3. Functional results: This analysis is of interest 
only in connection with resection, for in amputation 
it is a question only of iliac or perineal anus. In 
resection continence has always been perfect 
(except in one case of Rotter), the sphincter retain- 
ing its normal function. On the other hand, there 
are a certain number of cases with fistulz, some of 
which have necessitated a secondary suture or an 
autoplastic operation; and, in three cases, the union 
has failed and there has been necrosis of the upper 
end and the establishment of a sacral anus. 

CH. LENORMANT. 


Deaver: Fecal Fistula. Therap. Gaz., 1913, xxxvii, 
153. By Surg., Gynec. & Obst. 
The various types of fecal fistula are described, 
the treatment of each type is discussed, and a series 
of 100 cases reported. 

Fecal fistulae are of two kinds, external and 
internal. Internal fistule occur between the 
intestine and any other hollow viscus such as the 
bladder, Fallopian tube, gall-bladder, ureter. Curi- 
ous as are these conditions, they are usually the re- 
sult of neglected pathology and dilatory treatment. 
This paper is concerned chiefly, however, with the 
external variety of fistula. 

Anatomically, there are two kinds of external 
fistula: first, those which communicate with the 
outside world through a tortuous tract, involved in 
adhesions; and second, those in which the bowel is 
immediately adherent to the abdominal! wall. The 
first variety is more apt to heal spontaneously than 
the second. 

In the first variety, the opening is usually very 
small and the discharge is usually very slight and 
often intermittent. In the second variety, the dis- 
charge may be very profuse, or the entire fecal con- 
tents may discharge through the opening. This 
latter condition occurs, however, only when there is 
a well marked spur which prevents the contents 
passing on into the distal portion of the bowel, and 
this condition is most frequently found in cases 
where an artificial anus has been produced at opera- 
tion. 
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Out of the 100 cases reported, 73 were cases of 
appendiceal abscess. This shows very strikingly 
the importance of appendicitis in the etiology of 
fecal fistula and also emphasizes the necessity of the 
early operative treatment of appendicitis. The 
average duration of the cases of appendicitis before 
operation was three days, far too long a time with 
our present means of diagnosis. 

The early symptoms of fecal fistula are the in- 
augural symptoms of intestinal obstruction. These 
are paroxysmal pain, nausea, distention, inability 
to pass flatus freely, if at all. The pulse rate in- 
creases and the temperature rises sometimes to 
104° or 105°, usually about ror®° to 103°. The ques- 
tion naturally arises, is the patient developing a 
fecal fistula or a secondary abscess? As soon as the 
fistula is established, the symptoms subside, except 
the fever, which usually lasts a few dayslonger. The 
skin about the sinus is very apt to become inflamed, 
due to the irritation from the discharges. 

The treatment of fecal fistule is best carried out 
by leaving them alone for a considerable length of 
time and merely protecting them with sterile gauze. 
The author quotes cases which lasted for a very 
long time under rigorous treatment, such as cleans- 
ing, curetting, etc., but which healed with remark- 
able rapidity when left alone. General treatment 
in the way of good hygienic surroundings, good food, 
etc., are of great importance. 

Operative treatment sometimes becomes nec- 
essary but should usually not be adopted until many 
months have elapsed without closure. The opera- 
tive treatment consists in dissecting down to the 
origin of the sinus, closing its exit from the gut, and 
covering the closure with peritoneum. Many times 
it is necessary to deflect the fecal current away from 
the vicinity of the sinus by means of a lateral anasto- 
mosis or even by a resection. The absence of an 
obstruction distal to the location of the sinus must 
be determined before the operation is completed. 

JAMEs H. SKILEs. 
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Smith: Morphological Changes in Tissues with 
Change in Environment; Changes in Gall- 
bladder Following Autoplastic Transplanta- 
tion into Gastro-intestinal Tract. J. Med. 
Research, 1913, xxvii, 399. By Surg., Gynec. & Obst. 

With the development of various methods of 
tissue and organ transplantation, the behavior of the 
transplanted cells under new conditions of environ- 
ment has become increasingly an object of study. 

In this way the viability and the function of various 

transplanted tissues has been determined; and con- 

sequently the conditions favoring, on the one 
hand, continued growth, and on the other the ulti- 
mate destruction of such tissues, have become better 
understood. Smith in this article records the re- 
sults of a series of experiments and of his study of 
the subject. He first reviews the literature of the 
work already done; then considers the previous ob- 
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servations of changes in the histology of the gall- 
bladder in communication with the intestinal tract, 
and lastly, records the results of his own experi- 
ments. The animals which Smith used in this work 
were the dog, cat and opossum. The experiments 
aimed at studying early and late stages especially 
in completely transplanted gall-bladder tissue when 
the transfer of tissue had been made not alone into 
the small intestine but also into the large intestine 
and the stomach. The technique employed was that 
commonly used in the performance of anastomosis 
between the gall-bladder and the intestine by the 
suture method. In the second operation the 
abdomen was again opened, the cystic duct ligated 
and divided, and the gall-bladder severed from its 
attachment to the liver. The tissues of the fundus 
of the gall-bladder, now firmly united to the intestine 
at the point of anastomosis, obtained an entirely 
satisfactory blood supply from the intestinal wall. 
The gall-bladder was cut down to a piece correspond- 
ing to about one third to one half of its original size. 
The open end of the gall-bladder was then inverted 
and closed by a double layer of silk sutures, so that, 
when the operation was completed, a gall-bladder 
diverticulum was formed which communicated 
directly with the intestinal tract. 

The author believes that changes in the gall- 
bladder after autoplastic transplantation into the 
gastro-intestinal tract should be regarded as tissue 
adaptation to new conditions of environment, of 
much the same order as the changes noted by Carrel 
and Guthrie which occurred in the wall of a vein 
when transplanted between the divided ends of an 
artery. 

He finally concludes that autoplastic trans- 
plantation of the tissues of the gall-bladder into the 
gastro-intestinal tract is followed by definite 
histological changes as a result of adaptation of the 
transplanted tissue to new environment; that gall- 
bladder tissue transplanted into the gastro-intestinal 
tract undergoes hypertrophy of the mucosa with 
development of new lymphoid tissue. When 
transplanted into the stomach, the hypertrophy of 
gall-bladder mucosa may become especially marked, 
and be associated with active proliferation and 
degeneration of the transplanted cells with mucous 
production. 

That the increase in lymphoid tissue developed 
in the gall-bladder transplanted to the surface of 
the intestinal tract, whereas a considerable decrease 
of lymphoid tissue occurs in gall-bladder trans- 
planted into the sterile peritoneal cavity; affords 
evidence that the development of lymphoid tissue 
is in response to bacterial environment and possibly 
to other chemical or mechanical causes injurious to 
the tissue. 

That there is no experimental evidence that a 
metaplasia occurs in gall-bladder tissue in fistulous 
communication with the intestinal tract, such as 
has been described as taking place in the human 
gall-bladder under similar conditions. 

GeorcE FE. BrILpy. 
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Van Hengel: Clinical and Experimental[Studies 
of Cholecystectomy (Klinische en proefonder- 
vindelijke studie over cholecystectomie). Disserta- 
tion, Utrecht, 1912. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Regarding the eventual formation of a new gall- 
bladder, the results described by different exper- 
imenters are decidedly contradictory. Con- 
sequently, the author personally experimented upon 
five rabbits and fifteen dogs with the following 
results: Whenever a part of the cyst duct was 
left in situ after cholecystectomy, a new gall- 
bladder formed, the size of which was dependent 
upon the length of the duct saved; a new gall-bladder 
never formed in any case in which the cystic duct 
was extirpated flush up to the ductus hepaticus. 
In the latter cases, the larger bile ducts were 
markedly widened in contradistinction to the for- 
mer. There never was found the least widening of 
the papilla of Vater, or any ill effect upon the general 
health following a cholecystectomy. In nine cases 
reported in the literature, the author found unusual 
dilatations of the large bile ducts with no impedi- 
ment in the ductus choledochus. In these cases the 
gall-bladder functions had ceased for some time 
previous to the operation on account of stones, con- 
traction, obliteration of the lumen, and like causes. 

The influence of diet and medication upon the 
flow of bile, the author studied in patients having 
biliary fistula. He observed the following: White 
of egg diet has the greatest influence, its maximal 
effect occurring 214 hours after the meal; hence, 
earlier than most authors believe. A second max- 
imum is reached, on an average, six hours after the 
meal. Carbohydrates have a decidedly smaller 
and less regular influence; oils (Ol. olibarum) hardly 
any and very irregular influence. The curves of 
biliary flow in these cases are very similar to those 
noted by Bruno in cases having the gall-bladder and 
the papilla of Vater intact. The author deduces 
from the experiments just quoted that the curves 
indicate the amount of bile secreted in the liver, and 
not, as claimed by Bruns, the amount of bile 
excreted into the gut. That the latter function is 
dependent upon the action of the sphincter of Oddi 
is also a supposition of Bruns. Cholagogues had 
very little, asperin still smaller, and the remedy 
of Dufresne not any, influence upon the secretion 
of bile. Ovogal produced a great increase of the 
secretion, beginning 12 to 3% hours, and reaching 
its maximum five hours, after its administration. 
Fel humanum had a still more marked effect, begin- 
ning, as a rule, one hour after administration and 
attaining its maximum three hours later. After 
6 to 8 hours, excepting several remissions, no 
influence was discoverable. These latter experi- 
ments prove that the bile was not only reabsorbed 
by the intestines and again excreted by the liver, 
but also that it stimulated the secretory action of 
the hepatic cells. As an additional proof, it was 
found that the total amount of bile secreted under 
the conditions just mentioned was equal or nearly 





equal to the sum of the bile normally secreted plus 
the quantity excreted; the feces and the urine 
showed that little was re-absorbed by the intestines. 

The author had observed a decided psychical 
influence upon the secretion. To study the relation 
existing between biliary secretion and its excretion 
into the intestinal canal and the function of the 
sphincter of Oddi in this process, the author exper- 
imented upon two dogs. He performed a cholecyst- 
ostomy in both and in addition excised the papilla 
of Vater and the sphincter in one. He learned from 
these cases that the sphincter of Oddi is of no great 
importance; at least it does not, as Bruno says, 
prevent the flow of bile into the gut during fasting. 
The author thinks it is very evident that the secreted 
bile is constantly discharged into the gut as well as 
into the gall-bladder, and that the latter, by occa- 
sional contractions, empties itself. Microscopically 
it was demonstrated that the small biliary ducts 
were never dilated, nor was there any discharge in 
the hepatic duct after a cholecystectomy. 

The newly formed gall-bladders showed a normal 
gall-bladder construction macro- and microscopi- 
cally. They all had a good cystic duct. The 
fundus in every case contained the ligature used to 
tie the cystic stump during operation. The canals 
of Luschka were absent in every case. | HyMans. 


Outerbridge: Carcinoma of the Ampulla of Vater. 
Ann. Surg., Phila., 1913, lvii, 402. 
By Surg., Gynec. & Obst. 


In connection with the report of a case of a small 
carcinoma occurring at the ampulla of Vater in a 
65-year-old woman, arising from the duodenal mu- 
cosa and causing enormous dilatation of the common 
and hepatic ducts, the author has made an analysis 
of 110 cases, from the literature, of malignant tumor 
in this region. At least six different groups of cells 
have been described as points of origin for one or the 
other of these tumors, but owing to the close proxim- 
ity of all the structures concerned it is usually very 
difficult to determine the exact point of origin of any 
given tumor. From the practical standpoint, how- 
ever, this is of little moment, as the symptoms 
produced have practically no relation to the histo- 
logic area of origin. 

The most common symptom of tumor of the 
Vaterian region is jaundice, but this may in rare 
instances be entirely absent, due to ulceration of the 
central portion of the growth, with consequent 
failure to cause obstruction to the biliary flow. The 
jaundice is usually constant and progressive, but 
may be distinctly intermittent, even when obstruc- 
tion is due to tumor alone, without the association 
of stone. Pain is present in about half the cases; 
it is sometimes constant, but often colicky in nature, 
probably due to spasmodic contractions of the gall- 
bladder. Vomiting, fever, intestinal haemorrhage, 
and ascites are among the less frequently associated 
conditions. There is no pathognomonic symptom 
of tumor of the ampulla of Vater, and the differential 
diagnosis from stone in the common duct, stenosis 
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from scar formation, chronic interstitial pancreatitis, 
and carcinoma of the head of the pancreas may be 
at times exceedingly difficult. 

Tumors of this region are of comparatively short 
duration, usually causing death within seven months, 
and often in a much shorter time, after the first ap- 
pearance of symptoms; this result is probably due to 
cholzemia, as it generally occurs before metastasis or 
extension of the tumor to adjacent structures has 
occurred. About twenty-two attempts at the radi- 
cal extirpation of these tumors have been made, 
usually by means of an incision in the anterior 
duodenal wall; in a few instances by resection of a 
segment of the duodenum. There were nine opera- 
tive deaths; of the thirteen patients who recovered, 
only five are known to be alive seven months or 
more after operation, the longest period recorded 
being three and three-quarter years. 


Molineus: The Possibility of Replacing the 
Choledochus by Implantation of the Pro- 
cessus Vermiformis (Uber die méglichkeit eines 
Choledochusersatzes durch einpflanzung des Processus 
Vermiformis). Deutsche Ztschr. f. Chir., 1913, Cxxi, 
447. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of a case, the history of which he 
describes in detail, and by a communication of 

Lexer’s on the successful replacement of the urethra 

by means of the appendix, the author was led to 

study the question of substituting the processus 
vermiformis for a choledochus which was largely 
destroyed. Plastic procedures from the gastro- 
intestinal wall hitherto used in such cases were very 
complicated and an insufficiency of the sutures 
always threatened. Simpler were those operations 
in which a rubber tube was inserted between the 
central and peripheral ends of the choledochus. 

This was either left unattended in the hope that it 

would be extruded into the intestine or it was led 

to the exterior by means of an oblique Witzel’s 
canal, so that its manual removal was facilitated. 

Instead of the rubber tube the author attempted 

to implant the processus vermiformis between the 

stumps of the choledochus, thus having a tissue 
built similarly to that of the bile passages. The 
author made his experiments on dead bodies, be- 
cause the anatomic relations in animals are not 
suitable in this respect. Since the urethra was 
successfully replaced by the appendix, the latter 
could be implanted with equal success to replace 

the choledochus, because the peritoneum has a 

marked and rapid tendency to adhesions, which 

insure the healing of the transplant. Furthermore, 
one can lay parts of the omentum over the implanted 
appendix to make the success more certain. The 
author now describes his precedure on the cadaver. 

The abdomen is opened by a pararectal incision 
from the arch of the ribs to the umbilicus. Appen- 
dectomy follows. After resection of the choledochus 
to the extent of 4-6 cm. a sound was introduced 
into the peripheral stump of the choledochus to the 
duodenum and the anterior wall of the latter cut 


dowr upon over the head of the sound. A Nelaton 
catheter was pulled through in retrograde fashion 
so that its upper end extended to the hepaticus. 
A lateral opening is made in the catheter which 
comes to lie one finger’s breadth below the papilla 
in the duodenum, in order to allow the bile to flow 
into the duodenum. MHereupon the appendix, 
syringed out with salt solution, was pulled over the 
catheter and united by button sutures with the 
peripheral end of the choledochus. Then the central 
end of the choledochus was sutured to the appendix. 
To reinforce the suture, portions of omentum are 
laid over the operative site. The catheter was 
imbedded in a Witzel’s oblique canal and led to the 
exterior by a special opening in the abdominal wall. 
In case of operation in the living, naturally, drain- 
age of the operative field must be instituted. The 
author was able to determine in the cadaver that 
fluid forced in drained well into the duodenum when 
the injections were made into the gall-bladder or the 
large intrahepatic ducts. The suture was always 
closed. Operation on the cadaver lasted one hour. 
If the peripheral wall end of the choledochus can- 
not be found or is buried in tumor masses, the author 
recommends oblique suture of the appendix in the 
duodenum, analogous to the implantation of the 
ureter into the bladder. UNTER-ECKER. 


Propping: Regeneration of the Cystic Duct 
Following the Insertion of a Tube (Regenerierung 
des Choledochus nach Einlegen eines T-Rohres). 
Beitr. z. klin. Chir., 1913, 1xxxiii, 369. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After a cholecystectomy an inflammatory stricture 
of the supra-duodema part of the cystic duct formed, 
which led to the obliteration of the passages. Ina 
second operation, the gall passages above and below 
the obliterating part were opened and the defect 
between them, a distance of about 4 centimeters, was 
bridged by the branches of a T rubber hose which 
was removed after three weeks. One week later the 
wound healed completely. After a few weeks icterus 
again developed, which after two and one half years 
forced a third operation to be undertaken, in which 
the new formed cystic duct was found to be entirely 
patent and normal, so that any one not knowing of 
the previous defect would not have been able to 
detect it. In the territory of the hepatic duct there 
was, however, a new stenosis which again was healed 
by the introduction of a T tube. 

In a second case a T tube was used to heal a retro- 
duodenal defect in such a manner that one branch 
of the T tube was introduced into the hepatic duct, 
the other through a Witzel’s diagonal fistula into 
the duodenum. The patient died on the twelfth 
day from a cholemic hemorrhage. At autopsy the 
T tube was found to be lying correctly and to be 
functionating. Propping regards the use of a T 
tube in the supra-duodenal part as better than the 
use of a simple drain in the lower part of the cystic 
duct or the insertion of a drain to bridge over a defect 
of the cystic duct. The defect in the retroduodenal 








part can be treated by the author’s method or by 
that of Wilm’s, which consists in the introduction of 
a drain in the hope that it will later enter the 
intestine and thus be gotten rid of, or that of 
Voelcker, who introduces a drain through the duct 
via the papilla and thus forms a duct out of a diagonal 
canal of the intestine. The method of making a 
bridge in cases where it is necessary when the union 
of the shortened end of the gall passages cannot be 
made with the intestine is entirely rational. 
MoszkowIcz. 


Knape: Pancreatic Hemorrhage (Die Pankreas- 
hemorrhagie). Deutsche Zischr. f. Chir., 1913, Cxxi, 
471. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author, in conjunction with Ricker, conducted 
some experiments upon rabbits for the study of 
acute pancreatic hemorrhage. They succeeded in 
observing the pancreas and the mesentery for hours 
in the living animal. The results of their investiga- 
tions differ from those of other investigators. 
The experiments lead to the following conclu- 
sions: The pancreatic juice of the rabbit causes 
stasis, hemorrhage, and necrosis of fatty tis- 
sues. Digestion of the vessel wall does not occur, 
nor does a hemorrhage due to rhexis. As the 
direct injection of liquids into the pancreatic duct 
causes a permeation of fluid into the surround- 
ing tissues, due to increased pressure, conclusions 
from experiments of this nature cannot be binding. 
It was furthermore found that the salts of natural 
pancreatic juice have the same action upon the 
vascular system as artificial salt solutions of the 
same percentage. Both produce stasis and hem- 
orrhage due to diapedesis. Irrigation of the mes- 
entery with an active solution of trypsin did not 
cause hemorrhage by rhexis but led to stasis and 
hemorrhage by diapedesis. Inactive solutions of 
trypsin showed no action upon the tissues, neither 
did solutions of steapsin, diastase or ferments. 
These experiments, and those carried on with bile, 
showed that trypsin does not attack the walls of 
living blood vessels and causes only a slowing of the 
blood stream and hemorrhages by diapedesis. Salt 
solutions, active and inactive pancreatic juice, as 
well as some other excretions and secretions of the 
animal body gave similar results. Knape is of the 
opinion that nervous irritation may furnish the 
cause of hemorrhage in man, the same as trauma, 
excessive loss of blood, and poisons. He considers 
the incarceration of a gall-stone in the papilla as 
belonging to this type of nervous irritation. He 
enumerates some cases of acute pancreatic hem- 
orrhage following trauma with simultaneously exist- 
ing cholelithiasis. Knape concludes that the 
etiology of pancreatic hemorrhage is not uniform. 
The causes may lie in the organ itself or may be 
transmitted to the gland by the nerves. The point 


of attack of the various factors, however, is uniform, 
as the vascular nerves are always affected. This 
attack in turn leads to hemorrhage and tissue 
necrosis. 


NORDMANN. 
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Crohn: The Diagnosis of the Functional Activity 
of the Pancreatic Gland by Means of Ferment 
Analyses of the Duodenal Contents and of the 
Stools. Am. J. M. Sc., 1913, cxlv, 393. 

By Surg., Gynec. & Obst. 


Until recent years the function of this organ was 
roughly judged by the occurrence of such a symptom 
as glycosuria or the appearance of bulky and fatty 
stools, and the attempt to use the external secretion 
of the pancreas for diagnosis was confined to tests 
of the stool and urine. More recently a method 
introduced by Baldyreff and elaborated by Volhard 
consisted of the introduction of an olive-oil test- 
meal into the stomach and testing it for regurgitated 
pancreatic ferments. 

Within the last few years, Einhorn, Hemmeter and 
Gross have independently suggested introducing 
into the duodenum a catheter or soft rubber tube 
and collecting directly the pancreatic secretion. 

The author’s paper is founded upon the results 
obtained by analysis of duodenal and stool ferments 
in twenty-seven chosen cases. The method of 
obtaining the material is essentially that of Einhorn 
using his duodenal pump which consists of a vulcan- 
ized rubber catheter one meter long and of narrow 
bore, to one end of which is attached a small per- 
forated capsule, a glass aspirating syringe being 
attached to the other end. This was swallowed up to 
80 cm. at eight o’clock at night, deglutition being 
assisted by the drinking of a little water. At twelve 
o’clock midnight, 8 ounces of milk are drunk for the 
purpose of assisting the capsule to pass the pylorus. 
At six-thirty A. M. the same amount of milk is again 
administered which serves as the test meal. Two 
and one half hours later the contents of the duode- 
num are aspirated, the catheter being withdrawn until 
the mark 80 cm. is opposite the incisor teeth, when it 
is estimated that the capsule lies in the first part of 
the duodenum. The contents are aspirated for five 
minutes, the volume and character of the resultant 
fluid being noted. The fluid withdrawn is assumed 
to be duodenal contents when (1) the radiograph 
shows the tube in situ in the duodenum or (2) if 
upon slowly withdrawing the tube while aspirating 
a distinct difference is noted between the contents 
obtained at the point marked 80 cm. and the con- 
tents withdrawn after the metal capsule is felt 
suddenly to enter the larger cavity of the stomach. 

With the capsule in the duodenum one obtains 
in the course of five minutes 10 to 4o cc. of a golden 
yellow slightly acid or neutral rather viscid fluid of a 
more or less opalescent hue. The acidity in normal 
cases is 10 to 20 (acidity per cent). 

Chemical methods: Having obtained the con- 
tents of the first part of the duodenum the presence 
and quantitive strength of the ferments is estimated. 
The fluid after dilution with twice as much distilled 
water is divided into two parts, one being kept acid, 
the other being made slightly alkaline with one 
tenth normal saline hydroxide; the first portion 
serving for amylase and lipase tests, the other for 
protease. 














The stool: A 4 to 50 dilution of stool in slightly 
distilled water was used as a basis for the estimation. 

For amylase the Hawk modification of the Wohl- 
gemuth method was used. 

For lipase and protease the same as in the tests 
with duodenal contents. 

The author gives a technical discussion of the 
tests, considering (1) the method of obtaining the 
duodenal contents; (2) the identity of the amylolytic 
ferment; (3) the preservation of the lipolytic fer- 
ment; (4) the preservation of the proteolytic fer- 
ment; (5) the identity of the proteolytic ferments. 
A table showing results of the different tests made 
of the duodenal contents of a normal person shows 
that a normal average of 1 cc. of duodenal juice 
hydrolyses 14.1 cc. of a 1 per cent starch solution 
in one hour. 

For lipase: Normal average, 1 cc. of duodenal 
contents requires 1.96 cc. tenth normal NaOH 
after 24 hours. 

For casein test: Normal average duodenal con- 
tents in dilution of 1 to 2666 digests 10 cc. of one 
per cent casein solution. 

In the study of this table it is found that quanti- 
tative tests of the strength of the pancreatic con- 
tents from the duodenum of a normal man varies 
within wide limits. In all but one instance all three 
were found in an active state, the one being lipase. 
With these findings as a basis, the author made 
tests in pathological cases, finding in a series of 
cholelithiasis, confirmed by operation, that the 
ferments in the duodenum were active excepting 
in one case examined before operation—this showed 
the absence of amylase and lipase. At operation, 
the head of the pancreas was infiltrated and swollen 
to a marked degree. 

In a case of acute pancreatitis the ferments were 
absent except a faint trace of lipase, the stool giving 
the same results. In this case an abscess involved 
the body of the organ. Another case examined 
showed absence of the ferments which severa! weeks 
later returned. Autopsy showed a massive sarcoma 
involving the duodenum and head of the pancreas. 
Here the ducts of the pancreas had evidently been 
occluded for a time, then for some unknown reason 
the obstruction had been partially relieved and ex- 
cretion established. 

From a study of cases of diabetes mellitus the 
author concludes that in all probability the external 
secretion of the pancreas plays no réle in the path- 
ology of the disease. This, however, should not be 
interpreted to exclude chronic pancreatitis with 
changes in the islands of Laugerhaus as no idea of 
the internal secretion of the pancreas can be ob- 
tained by these analyses. In these experiments, the 
author holds that erepsin, even though present, is 
never of sufficient strength to interfere with these 
analyses. The author holds that these analyses are 
of value in diagnosticating the potency of the 
pancreatic ducts but that more experience is neces- 
sary to determine their value in diagnosis of func- 
tional activity of the gland. H. A. Ports. 
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Deaver and Pfeiffer: Pancreatic 
creatic Lymphangitis. 
May. 

The authors believe that the pancreatic ducts 
have been given undue prominence as a path of in- 
fection to the pancreas. It seems more than prob- 
able that a considerable proportion of the pancreatic 
swellings observed during the course of operation, 
particularly in connection with biliary disease, are 
the result of lymphatic infection transmitted from 
the gall-bladder or in some cases the duodenum, and 
possibly others of the abdominal organs. Bartels 
and Franke have demonstrated lymphatic paths 
leading from the duodenum and gall-bladder re- 
spectively which are in intimate association with the 
surface of the pancreas and anastomose with the 
intrinsic vessels of the pancreas. Peripancreatic 
lymphangitis and lymph adenitis are seen to be very 
common in biliary disease. The pancreatic lym- 
phatics are not collected into a single trunk which 
emerges at the hilum of the gland as is the case with 
most of the organs. The lymphatics of the pancreas 
emerge at various points, following the vascular 
supply. The lymphatics of the tail and body, there 
fore, constitute a separate system from those of the 
head. It is a well-known clinical fact that the head 
of the pancreas is the portion which is chiefly affected 
in connection with disease of the biliary tract. It 
is a fair inference that the condition which singles 
out the lymphatic distribution rather than the duct 
distribution is more likely to have been carried by the 
lymphatics. In gall-bladder disease the chain of 
infection can sometimes be shown; namely, infected 
gall-bladder, enlarged lymphatics at the neck of the 
gall-bladder and along the course of the gastro- 
hepatic omentum, peripancreatic swelling and lym 
phadenitis and nodular swelling of the head of the 
pancreas. The condition when present in_ the 
pancreas may be spoken of as pancreatic lymphangi 
tis; in its early stages the swelling is due to conges 
tion, oedema and absorbable cellular exudate; these 
changes have not been recorded by pathologists be 
cause of the rarity of the material at the autopsy 
table, and also because the post-mortem digestion 
of the pancreas renders such changes inconspicuous. 
When the source of infection is removed the pan 
creatic condition subsides in the same manner as 
lymphangitis anywhere in the body. If not re 
lieved, it seems probable that serious damage to the 
parenchyma with chronic interstitial changes may 
occur. 


and Peripan- 
Tr. Am. Surg. Ass., 1913, 
By Surg., Gynec. & Obst. 


Mayo: Surgery of the Pancreas. I. Injuries to 
the Pancreas in the Course of Operations on 
the Stomach. II. Injuries to the Pancreas in 
the Course of Operations on the Spleen. III. 
Resection of Half of the Pancreas for Tumor. 
Tr. Am. Surg. Ass., 1913, May. 

By Surg., Gynec. & Obst. 
The pancreas is usually fixed in position, though 
it may be more or less movable in the body and tail. 

It has no true capsule, but when irritated a capsule 
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quickly forms from the peritoneum and those tissues 
derived from the peritoneum. Access to the pan- 
creas for operative purposes is usually best obtained 
through the gastro-colic omenta, drawing the 
stomach upward and the transverse colon downward. 

I. In three hundred and seventy-eight cases in our 
clinic of resection of the stomach for cancer there was 
an average mortality of eleven per cent; there were 
eight per cent which had pancreatic attachments 
resulting in injuries to the pancreas, without in- 
creased mortality. In none of these operations, 
however, was the main pancreatic duct reached: 
usually only a superficial piece was removed from the 
surface at a point where the pancreas had adhered 
to the diseased stomach. The closed end of the 
duodenum was implanted in the excavation in the 
pancreas in each case without leakage following. 

Ulcers of the posterior wall of the stomach often 
perforate and become attached to the pancreas, 
thus forming an excavation in that organ. Such 
ulcers must be excised well down into the pancreatic 
tissue leaving no area of infection and a portion of 
the gastro-hepatic or gastro-colic omentum is loosened 
and fastened into the injured pancreas. 

II. In the course of thirty splenectomies the tail 
of the pancreas, which is often closely incorpo- 
rated with the pedicle of the spleen, was injured 
three times. In one, about 1% inches of the tail of 
the pancreas was attached to the removed spleen, 
and the pancreatic duct was plainly visible in the 
tied stump. The stump was covered by peritoneal 
tissue, a drain attached and dropped back in posi- 
tion. No drainage followed. The patient recov- 
ered. In the second case the tail of the pancreas 
was tied in the pedicle about an inch from the tip. 
The stump was allowed to drop back in this condi- 
tion. The patient recovered. In the third case 
the spleen was of great size and the splenic artery 
atheromatous and during operative manipulations it 
was necessary to place a double ligature around the 
entire body of the pancreas about three inches from 
the tail including the splenic vessels, because when 
the artery was tied alone it cut through. The pan- 
creatic tissues were considerably crushed as the 
ligament was pulled taut. The hemorrhage was 
immediately controlled but to insure greater safety 
a second ligature was applied one inch further to the 
right. The patient recovered. 

III. Resection of the pancreas for tumor occurs 
but rarely. In one case the tail and body of the 
pancreas (4% inches in all) was removed for tumor. 
Patient recovered. Finney reports a collection of 
seventeen cases including one of his own. These, 
with the one in the Mayo clinic, make eighteen cases 
in which there were ten recoveries and eight deaths. 


Pratt and Murphy: Pancreatic Transplantations 


in the Spleen. J. Exp. M., 1913, xvii, 252. 


By Surg., Gynec. & Obst. 
Pratt and Murphy transplanted bits of pancreatic 
tissue into the spleen in order to study the outcome 


of the transplanted tissue and the effect of these 
transplants in preventing the occurrence of gly- 
cosuria. 

It is well known that total extirpation of the pan- 
creas produces a rapidly fatal diabetes, but that this 
is prevented if a piece of the tail of the pancreas is 
placed in the abdominal wall and its blood supply 
carefully preserved. It has been maintained, how- 
ever, that this experiment does not disprove the 
neurogenic hypothesis. 

It was found by the authors that pancreatic trans- 
plants in the spleen underwent rapid autolysis. In 
5 of the 9 animals examined 18 hours to 218 days 
after transplantation, no pancreatic tissue was found. 
In one dog acini were found 13 days after trans- 
plantation. In the other 3 animals in which pan- 
creatic tissue was found the animals lived 18 hours 
to 8 days after operation. One experiment was 
performed in which the blood vessels of the trans- 
planted portion were left intact at the time and tied 
off 22 days later. This dog lived 187 days after 
this was done. No Islands of Langerhaus were 
found in the nodule of pancreatic tissue remaining. 
The dog did not develop a persistent glycosuria. but 
the sugar tolerance was much lowered. 

James F. CHuRCHILL. 


MISCELLANEOUS 


Crile: Relation Between Blood Pressure and the 
Prognosis in Abdominal Operations. /7r. 
Am. Gynec. Ass., 1913, May. 

By Surg., Gynec. & Obst. 


The relation between the blood pressure and the 
prognosis in abdominal operations is based upon two 
extremes; viz., an extremely low blood pressure 
and an extremely high blood pressure. Provided 
the heart is normal, we can now control the low 
pressure phase by transfusion of blood, by mechani- 
cal means, or by saline solution. The high blood 
pressure is far more difficult to control, because it 
is difficult to control the factors that produce this 
condition. If there is cardiovascular disease due to 
infection or to lues, nitroglycerine may have little 
effect, though there is a type of cardiovascular 
disease that is controlled by nitroglycerine. It is 
not wise to reduce the blood pressure by bleed- 
ing, and aside from nitroglycerine and hygienic 
measures there are no other remedies. Whether 
the blood pressure be abnormally high or abnor- 
mally low the patient is more likely to have- 
complications — such as thromboses, emboli, pneu- 
monia, nephritis—indeed, the abnormal blood 
pressure plays into the hands of the usual dangers 
and complications of abdominal operations. 

Could the operation be so performed that the 
nervous system would remain uninjured, the blood 
pressure unaltered, the maximum degree of safety 
would be reached. The author found this could 
be done on the principle of anoci-association. 
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SURGERY OF 
DISEASES OF THE BONES, JOINTS, ETC. 


Wetherill: The Growth, the Death, and the Re- 
generation of Bone. J. Am. M. Ass., 1913. Ix, 
983. By Surg., Gynec. & Obst. 

The purpose of this article is to discuss the views 
of leading pathologists and surgeons as to the func- 
tion of the periosteum in health and disease, with 
especial reference to its power to reproduce bone. 
The author quotes extensively from Macewen’s 
book, in which he attempts to prove by animal 
experiments that the periosteum has no osteogenetic 
function but acts merely as a limiting membrane 
to the osteoblasts, thus preventing their overgrowth 
into the soft tissues. 

The successful implantation of bone denuded of 
periosteum and the osseous proliferation and cellular 
growth circumferentially, of graft en masse, or from 
bone chips or shavings, are advanced as arguments 
against the osteogenetic power of the periosteum. 

The author quotes Macewen to the effect that 
small grafts placed in a gap in the continuity of a 
bone show active proliferation from the whole cir- 
cumference, each piece becoming an ossifying center 
from which sufficient osseous tissue is thrown out 
to fill in the gap between the various fragments and 
to unite them together along with the two ends of the 
divided shaft. 

Personal cases of the author are cited demonstrat- 
ing the limiting function of the epiphyseal cartilage 
in preventing infection from the diaphysis from 
reaching the epiphyseal ends of the bones. 

As bearing upon his clinical observations the 
author quotes Murphy as saying that (1) periosteum 
fully detached from bone and transplanted into 
muscle or fatty tissue may produce bone; (2) perios- 
teal strips elevated at one end and attached at the 
other, if turned out into muscle or fat, produce bone 
on their under surface for a greater portion of their 
entire length; (3) bone with or without periosteum 
transplanted in the same individual and contacted 
with other living osteogenetic bone at one or both 
ends always becomes united, if asepsis has been main- 
tained and acts as a scaffolding for the production 
of new bone of the same size and shape. The trans- 
planted fragment is always ultimately absorbed. The 
graft per se is not osteogenetic but osteoconductive. 

Contrary to Murphy’s results, Macewen always 
failed to grow bone from the detached periosteum 
and invariably succeeded in producing new bone 
from transplants en masse or from shavings, the 
more abundant proliferation of bone always coming 
from the multiple small grafts. Freperick Dyas. 


Wilson and Rosenberger: The Relation of Trau- 
ma to Bone Tuberculosis. Tr. Am. Orthop. Soc., 
1913, May. By Surg., Gynec. & Obst. 

Wilson and Rosenberger critically analyzed the 
clinical and histological aspects of the relation of 
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trauma to bone tuberculosis. Animal experiments 
and clinical experience, together with a review of the 
literature, fail to reveal any logical connection 
between trauma and bone tuberculosis. 

Histological studies are convincing that the 
progress in inflammation is antagonistic to tuber- 
culosis, thus confirming the clinical observation that 
tuberculosis never accompanies, or follows, fractures, 
sprains, or other severe injuries. It is purely the- 
oretical to look for slight injuries, like bruises and 
contusions, because there can be no sound basis 
for their consideration. 

The animal experiments of many investigators 
have clearly proven that infection has produced 
tuberculosis where no trauma was used, and 
frequently demonstrated that the injured joints 
were less frequently involved in tuberculosis than 
the uninjured joints. Clinical experience proves 
that trauma is often trumped up, or its occurrence 
often directed attention to a previously existing 
tuberculosis. 

Infestation differs from tuberculous infection, and 
therefore whatever lowers the vitality of the patient 
and diminishes resistance becomes a potent factor in 
the retrograde progress of bone tuberculosis, and 
thus brings into conspicuous prominence a latent 
tuberculosis. Conversely, whatever produces active 
circulation, greater powers of resistance, increased 
recuperative ability, will induce recovery from 
tuberculosis by the process of walling-in. 

It is impossible to determine upon any rational 
basis that trauma bears any other relation to 
tuberculosis than a co-incidental condition. 


Fraser: An Experimental Study of Bone and 
Joint Tuberculosis. J. Exp. M., 1913, xvii, 362. 
By Surg., Gynec. & Obst. 

Fraser points out in his analysis of the experi- 
ments of Schuller, Muller, Krause, Benda, Lanne- 
longue, Friedrich, Pietrzikowski and Salvia that 
contradiction prevails, and that it is difficult, experi- 
mentally, to reproduce the usual clinical phenome- 
non of tuberculosis in bones and joints. 

In regard to the etiology and pathology of bone 
and joint tuberculosis, he states that experiments 
were performed to find out: first, the route of infec- 
tion; second, the factors governing the localization 
of the lesion. 

Ten animals were injected with dried bacilli from 
one to two milligrams, and six weeks later were 
examined. There was found a disseminated tuber 
culosis. The bones and joints showed no involve- 
ment although they were given careful examination. 
The other route was that of ingestion of food adul- 
terated with tubercle bacilli, the animals living six 
weeks. They were then killed and after an examina- 
tion showed a general tuberculosis, the first source 
of infection being in the mesentery. The bones and 
joints were negative as before. 
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This research revealed that bone and _ joint 
tuberculosis is not apt to occur after generalized 
infection. 

In regard to the “factors which governed the 
localization of the lesion,’’ it was necessary to infect 
a localized area of bone. The tibia was usually 
selected. The tuberculous material was injected 
into the medulla, care being taken to prevent the 
tissues surrounding being infected. The human 
bacillus was employed. Fully developed guinea 
pigs and rabbits were used in the experiment. Seven 
guinea pigs were inoculated and lived from ten to 
sixty days. The examination of the infected bone 
showed that tuberculous osteomyelitis developed in 
four out of seven cases. In the three negative cases 
the microscope failed to reveal active tuberculosis; 
in one of the cases there was a healed-in tuberculous 
focus. 

An experiment on rabbits was performed, two 
rabbits being infected with the human bacillus and 
two with the bovine bacillus. The two infected 
with human bacilli showed, in the one, slight pul- 
monary tuberculosis but no active tuberculosis in 
the bone; the other showed slight pulmonary tuber- 
culosis and no tuberculosis of bones. The two in- 
fected with bovine showed, in the one, no general 
tuberculosis but slight tuberculous osteomyelitis; 
the other showed the same findings. 

From this was found that the human bacillus 
produced no osteomyelitis. The bovine bacillus 
causes a slight lesion but never severe. The 
‘cellular action” in the rabbits is so intense as to 
prevent general spread of the bovine type of bacillus. 

Another test was made on rabbits, with the 
human bacillus, and this time the epiphysis of the 
bone was chosen as is seen clinically in tuberculosis 
of bones. Two rabbits were used, the human bacilli 
injected through the medullary space into the 
epiphyseal region, care being taken not to infect any 
adjoining structure. After about sixty to ninety 
days the animals were examined. There were no 
general or local infections to be found. 

From these experiments can be seen the great 
difficulty of infecting the medulla of healthy bone 
with tuberculosis; even in the guinea pig, an animal 
very susceptible to the infection, there is seen an 
inclination to recover. 

The rabbit, naturally immune to the human bacil- 
lus, has the ability to prevent the development of 
the infection; the bovine bacillus causes only a very 
slight development of the disease. Clinically, from 
this it would seem unlikely to have a primary tuber- 
culosis of cortex or medulla of bones. 

To find the action of infection on joints, four rab- 
bits were chosen, the left knee joint of each was in- 
fected. In two of the rabbits injection was made 
with the human bacilli, in the other two with bovine 
bacilli. Those infected with the human bacillus 
lived one hundred and twenty-eight and one hundred 
and thirty-eight days respectively. They were 
killed and examined. The test was negative as to 
general involvement while the joints showed a chron- 





ic tuberculous synovitis. Those injected with the 
bovine bacillus lived forty-four days. In the one 
rabbit a slight pulmonary tuberculosis was found, 
together with an acute tuberculous synovitis of 
knee. The other showed the same findings. 

From this experiment is seen the greater liability 
of joint rather than bone involvement due, possibly, 
to a more lessened cell resistance in joints than in 
bones and also the greater intensity of the bovine 
bacillus. Clinically, never is there such great 
amount of bacilli injected as is done experimentally. 
In order to have a gradual transmission of infection, 
as seen clinically, experiments were performed to 
that end. 

Four rabbits were experimented upon; human ba- 
cilli were injected into the mesenteric vein. Fifteen 
to fifty-nine days elapsed. The post-mortem exami- 
nation showed involvement of liver, lungs, and peri- 
toneum but in every instance the bones and joints 
were not involved. 

The suggestion that bone tuberculosis is due to 
hematogenic infection was proved unlikely. It was 
found that after direct inoculation of the heart blood 
via of the left ventricle in six rabbits, in only one 
instance was there found a local infection, and that 
a healed-in tubercle and retrogressive. All of the 
six cases showed, however, marked pulmonary 
tuberculosis. Thus, it is apparent that, without 
any predisposing factor, a circulation containing 
tubercle bacilli is not apt to cause local bone or joint 
tuberculosis. 

Again, an attempt was made to produce bone and 
joint tuberculosis by injecting tubercle bacilli into 
the main vessel supplying the limb. In the experi- 
ment, four rabbits were used. In every instance 
pulmonary tuberculosis was produced, and in two 
cases, joints were involved — the left ankle joint and 
the metatarsophalangeal joint. Any change in the 
bone surrounding the joint was secondary to the 
synovial tuberculosis. 

It is possible to produce joint infection by inocula- 
tion of the main blood vessel with tubercle bacilli. 

The preceding experiment leads to the inquiry 
whether the inoculation of the nutrient vessel 
carrying bacilli into the medulla will cause joint 
infection. 

An experiment was made on two rabbits, the 
inoculation made into femoral artery. The main 
trunk of the femoral artery below the nutrient artery 
was ligated, permitting the inoculation to pass only 
through the nutrient artery into medulla. In the 
two rabbits tested no bone infection took place, but 
pulmonary tuberculosis was present. 

In conclusion it will be observed that it is impossi- 
ble to assert that the results arrived at by experi- 
mentation correspond to those clinically seen in man, 
but the results of experiments will throw a great 
light on the probable truth. 

The points adduced from the research are: 

1. Direct infection of the medulla of the long 
bone is unlikely to lead to the development of a 
tuberculous osteomyelitis. 
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2. Inoculation of the interior of a joint with 
tubercle bacilli readily causes tuberculosis of the 
synovial membrane. 

3. From such an infected joint the epiphysis or 
metaphysis of the bone becomes diseased. 

4. Infection of the arterial heart blood does not 
result in the local development of tuberculosis of 
the bones or joints. 

5. Infection of the main artery supplying a limb 
leads to the development of tuberculous disease of 
certain of the joints of that limb. 

6. Direct infection of the nutrient artery does 
not result in tuberculous osteomyelitis of the bone. 

Joun H. Suaw. 


Hammond: Heliotherapy (of Rollier) as an 
Adjunct in the Treatment of Bone Disease. 

Tr. Am. Orthop. Soc., 1913, May. 
By Surg., Gynec. & Obst. 


The author shows the value of heliotherapy in 
the treatment of bone disease, comparing results 
with years in which it was not used. Distinction is 
made between heliotherapy in which the sinus alone 
is exposed, and that in which the entire body is sub- 
jected to a gradual tanning process after the method 
of Rollier. This results in marked stimulation of 
the patient as a whole, and also causes corresponding 
improvement in the sinus. The technique is as 
follows: In order to tan the skin without burning, 
the body is exposed serially, the feet for three 
periods of five minutes each the first day. The next 
day the feet are exposed three times for ten minutes 
each, and the legs for five minutes. In turn the 
thighs, abdomen, chest, and arms are exposed. 
The back of the body is exposed as well as the front. 
On each succeeding day, the exposure of all parts 
treated is made five minutes longer. When the body 
has become uniformly tanned, the daily exposure 
is increased to from three to seven hours. Comparing 
statistics of all cases treated at the Crawford Allen 
Hospital during tort and 1912 shows marked 
improvement in 1912, when heliotherapy was used 
for a full season. (It was used for a few weeks in 
1911.) In torr the average gain in weight was 3 
Ibs.; in 1912, 4.2 Ibs. In ror the average gain in 
hemoglobin was .8 per cent; in 1912, 17 per cent. 
Combined with outdoor life and seabathing it is 


an important adjunct in the treatment of these 
cases. 
Stocker: Etiology and Therapy of Osteomalacia 


and Rachitis (Uber die Atiologie und Therapie der 
Osteomalacie und Rachitis). Cor.-Bl. f. schweizer 
Arzte, 1913, xlili, 257 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author’s theories assume that osteomalacia 
and rachitis are the results of the same pathological 
process — a failure of calcification during the con- 
stant, intimately connected opposition and resorp- 
tion of newly formed ‘osteoplastic tissue. The 
metabolism going on during bone-formation is a 
function of the hormones, of which those originating 
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from the hypophysis, the thymus, the thyroids and 
the adrenals have a stimulating action, while those 
originating from the sperm-glands have a checking 
or restraining influence. If this be true, then it 
must be possible to induce softening of the bones by 
a prolonged administration of sperm-gland-hormones 
in increasing strength. Of the different methods 
available for this experiment, the author selected 
the one of implanting germ-glands in the preperi- 
toneal tissues. After failures with rabbits, the 
author transplanted ovaries in a calf and testicles 
in a male dog, and noted the following results: 
homoplastic transpiantations of testicles and ovaries 
succeed by observing certain precautions; they grow 
where transplanted; the hormones of the sexual 
glands influence metabolism to such an extent that 
bone changes occur corresponding to those in rachitis 
and osteomalacia, the bones remaining soft, i.e., 
ossification processes are impeded. The deduction 
from these experiments is: that bone changes in 
rachitis and osteomalacia must be a result of hyper 
secretion of the spermatic glands or of some part of 
those glands. The author tries to prove by well- 
known examples that a constant high-tension re 
lationship exists between glands having internal 
secretions, so that a predominance of one group 
tends to overcome the antagonistic group and vice 
versa. The individual glands of a group are not 
influenced with equal force, though physiological 
laws are not yet known. The adrenals of the calf 
experimented with were atrophic. For therapeutic 
purposes no definite rules can yet be formulated, 
though it is believed that hormone-deficits can be 
overcome artificially by supplying the elements 
lacking. Cures were effected by extracts of the 
suprarenal, as well as of the hypophyseal and thy 
roid glands. In selecting the separate remedial 
extracts we are as yet in the experimental stage. 
The same conditions obtain in the treatment with 
the milk or serum of castrated animals, except that 
the latter are more difficult to procure than are the 
glandular extracts. SCHULTZI 


Murphy: Osteomyelitis of the Tibia; Transplan- 
tation of a Ten-inch Segment of Bone from 
Opposite Tibia. Surgical Clinics of John B. Murphy 
1913, li, No. 2. By Surg., Gynec. & Obst 

The patient, a young woman of 20, injured th« 
inner side of left leg by a misstep. She was operated 
on several times and the greater part of tibia re 
moved. On admission there was an old discharging 
wound just above ankle, and inability to bear weight 
on leg. 

The transplant was the longest Murphy has ever 
used. The incision was made along the old scar 
down to the ends of both the upper and lower frag 
ments; a socket was made in the medullary canal in 
the upper fragment by the reamer and a smaller one 
in internal malleolus. A piece of bone, 10 by 3% 
by ‘2 by 56 inches was removed from the crest ot} 
the other tibia and inserted into these fragments. 
A small wire nail above held the transplant. The 
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soft tissues closed with catgut and skin with horse- 
hair. A plaster cast from hip to toes was put on; 
the foot inverted and flexed at an angle of 95°; 
the cast cut with a Giglisaw. Murphy never puts 
on a plaster cast without cutting it at once, other- 
wise there would be compression of the external 
popliteal nerve. Primary union of the wound 
occurred. At time of report bone regeneration was 
continuing. The leg was firm, and the patient had 
full control of all muscles. No pain or temperature 
since operation. L. J. MitcHeLt. 


Kassowitz: Rachitis in the New-born (Rachitis bei 
Neugeborenen). Jahrb. f. kinderh., 1913, \xxvii, 377. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The paper is a continuation of a series of articles 
by the author on rachitis which recently appeared 
in the year book for Kinderheilkunde. The question 
of the probability of the occurrence of congenital 
rachitis is discussed. Referring to his earlier in- 
vestigations and contributing additional clinical 
and pathologic material he defends his standpoint 
that a congenital soft skull and a congenital rosary 
must be considered as genuine rachitic symptoms, 
and that therefore a congenital rachitis does exist. 
Wieland, Pommer, Schmerl and the large majority 
of pathologic anatomists consider the increase in 
size of the osseus tissue in comparison to the size 
which is normal for the particular periof of life as 
the only dependable criterion for the diagnosis of 
rachitis. On the other hand, Kassowitz and his 
school claim that the nature of rachitis, especially 
in the beginning, consists of a hyperemia and an 
inflammatory new formation of blood vessels in 
marrow, cartilage and periosteum, as well as signs of 
resorption in the remaining portions of the osseus 
structures. The former consider the absence of 
calcium in the newly formed osseus tissue as the 
primary step in the rachitic process; the latter 
interpret this as a result of the abnormal increase of 
vascularization and congestion of these structures. 
The pathologic osteoid is a deceptive diagnostic 
sign of rachitis, as it may be entirely absent in a 
progressing case, even of the gravest type. With 
such a contrary opinion of the conception of rachitis 
itgis not to be wondered that the changes of the 
skeleton of the newborn are by Wieland considered 
as physiologic or pathologic but not as rachitic and 
are designated as specifically rachitic by Kassowitz. 

LEHNERDT. 


Coley: Periosteal Round-Celled Sarcoma of the 
Femur Involving Two Thirds of the Shaft 
with Extensive Multiple Metastasis. T7,r. Am. 
Surg. Ass., 1913, May. By Surg., Gynec. & Obst. 


Coley reported a case of periosteal round-celled 
sarcoma of the femur involving two-thirds of the 
shaft, with extensive multiple metastases, apparently 
cured by the mixed. toxins of erysipelas and bacillus 
prodigiosus, in whom ten years later a malignant 
tumor — sarcoma and epithelioma — developed in 
the thigh, at the site of an old X-ray dermatitis. 


The case was believed unique in being the only 
one on record of periosteal round-celled sarcoma of 
the femur, with metastases, cured by any method of 
treatment. In February, 1902, the involvement of 
the femur was so great (two thirds of the shaft) that 
hip-joint amputation was strongly advised, but re- 
fused. An exploratory operation was done and the 
diagnosis of round-celled sarcoma confirmed by 
microscopical examination made by Dunham and 
Buxton. The X-rays were used for a number of 
months to the point of causing a severe dermatitis. 
While receiving X-ray treatment, a large metastatic 
tumor developed in the left pectoral region and a 
larger tumor, the size of a child’s head, in the ilio- 
lumbar region. The growth in the pectoral region 
was partially removed and a number of X-ray treat- 
ments applied to the locality. No X-rays were used 
for the large ilio-lumbar tumor. The mixed toxins 
were begun on February 12, 1903, and continued 
until July 25th; eighty-six injections in all, ranging 
in doses from 1 to 20 minims were given. At the end 
of two months, the hard tumor became fluctuating. 
An incision was made posteriorly through the ilium, 
and upwards of a pint of broken-down necrotic 
tumor material was evacuated. The patient made 
a complete recovery, except for the dermatitis of the 
thigh, which persisted during the following ten 
years. In May, 1912, a small epithelioma devel- 
oped at the site of the slight dermatitis in the pec- 
toral region. In October the dermatitis of the 
thigh caused by the X-ray underwent extensive 
malignant degeneration. The tumor grew with 
great rapidity. An exploratory operation was done 
on November 27, 1912, and the tissue removed ex- 
amined by Welch and Ewing, as also by Clark. 
The specimen examined by Welch proved to be 
round-celled sarcoma. The edge of the specimen 
showed a structure which resembled a true epithe- 
liomatous growth superimposed upon the sarcoma. 
Ewing’s specimen showed spindle-celled sarcoma; 
Clark’s epithelioma of the basal-cell type. The pa- 
tient grew worse rapidly and on January 2d finally 
consented to amputation which had been advised 
as soon as the diagnosis was made. At this time he 
was extremely emaciated; the blood count showed 
35 per cent hemoglobin, but despite his weakened 
condition he stood the amputation well. Death 
ensued two weeks later, apparently from general 
metastases. 

A careful study of the entire specimen by both 
Welch and Ewing showed two distinct types of 
tumor side by side: one a typical epithelioma, the 
other a sarcoma. Section of the bone showed there 
had formed in the medullary cavity of the femur, 
a short distance above the condyle, a circumscribed 
tumor measuring 5x 3cm. Microscopical examina- 
tion showed the tumor to be a squamous-celled epi- 
thelioma, interpreted by both Welch and Ewing as a 
metastasis from the lesion in the skin or muscle. In- 
asmuch as the periosteal tumor did not involve the 
muscle and the later tumor did not involve the bone 
or periosteum, Coley believed that the later tumor 
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development was entirely independent of the pri- 
mary growth of ten years previously. This was also 
the opinion of Welch and Ewing, who thought that 
the sarcomatous tumor might possibly be regarded 
as a re-lighting of the old bone sarcoma of ten years 
ago, some of the cells of the former tumor having 
remained latent during this long period. Ewing 
was unwilling to express a definite opinion without 
comparing the histological structure of the later 
tumor with the earlier. But even with such an 
interpretation, i. e., that the late tumor was a re- 
crudescence of the earlier growth, Welch stated 
“that the efficacy of the treatment by your method 
was strikingly manifested by the history of the case 
and so it seems to me to have brought about the 
disappearance of the tumor and to have kept the 
growth in check for ten years, and then to have the 
same (presumably) type of growth reappear in the 
original site—and this a markedly malignant type of 
sarcoma—is a unique chain of events which is per- 
haps more convincing than the disappearance of a 
tumor without a later return.” 

Coley stated that as far as he knew there was only 
one other case in which two types of malignant 
tumors (sarcoma and carcinoma) had occurred fol- 
lowing X-ray exposure in which the diagnosis was 
proven by histological examination, but that he 
knew of no other casé in which the tumor had 
developed such a long period after the exposure. 


Marshall: A Collection of Facts, Ideas, and 
Theories Relating to the Diverse Elements 
that Contribute to Success in Treatment of 
Joint Diseases. Boston M.& S.J., 1913, clxviii, 
385. By Surg., Gynec. & Obst. 

The author believes definite relationships exist 
between visceral ptosis and arthritis, and as with 
tuberculosis, gonorrhoea and pyogenic infections, 
which are accompanied only in a comparatively small 
percentage of cases with joint involvements, so also 
with visceral ptosis, articular changes are not always 
observed. 

The primary causes of pathological changes in 
joints brought on by visceral saggings are to be 
found in bacterial decompositions within the stom- 
ach or intestines. Intestinal bacterial products 
accumulate in the circulating blood from excessive 
absorptions from the lumen of the digestive canal, 
or through defective eliminations by the kidneys, 
or from defective transformations and destructions 
by tissues of the body, or as the result of these com- 
bined influences. 

When quantities of bacterial substances in circula- 
tion increase beyond certain limits, there are slowly 
developing pathological changes induced in the body 
tissues. The changes vary according to relatively 
variable resistances of different persons’ tissues, and 
are observed typically as periarticular swellings, 
synovial effusions, anemias, enlargement of lymph 
nodes, losses of muscular tone, etc. 

The muscular walls and connective tissue supports 
of the stomach and intestines probably are acted 


upon also by these same circulating bacterial prod- 
ucts with slight resultant deteriorations. The 
mechanical influence of distentions and weight of 
food accumulations together with the harmful 
vascular influence produce anatomical abnormalities 
and saggings. 

Visceral ptosis may have other origins; for exam- 
ple, ptosis following pregnancies and after abdominal 
operations, etc. It may be present in extreme 
degree without arthritis and without signs of 
intestinal toxamia at times when physiologic func- 
tions of the stomach and intestine remain normal 
in spite of abnormal anatomic relations. Anatomic 
irregularities, however, predispose to functional 
ones, and sooner or later toxemias are likely to 
develop. Then the small proportion of persons 
with non-resistant joints show articular changes. 
Ptosis should be considered a predisposing factor in 
the development of these cases of arthritis, and the 
primary cause recognized in the bacterial products 
which may produce both lesions of the joints and 
saggings of the viscera. 

Ordinary harmless products from bacteria con- 
stantly present in the alimentary tract are sufficient 
to account for symptoms and changes observed, 
their injurious influence being due to excessive 
amounts in circulation rather than their unusual 
toxic natures. All normal products of tissue 
metabolism presumably produce harmful symptoms 
when retained by the organism in too great propor- 
tions, as in uremia, etc. Harmless intestinal 
bacterial substances probably are not harmless in 
all proportions. No single element in the circulating 
blood can be decreased or increased indefinitely 
without upsetting healthy vascular proportions and 
normal functions of the tissues. Emphasis is laid 
upon quantitative abnormalities among normal 
vascular constituents as causes of obscure patholog- 
ical changes in contrast to the more easily remem- 
bered active toxins of certain pathogenic bacteria 
and other introduced poisons. 

Gout is compared with mild intestinal toxzmias 
— it represents the effects of excessive quantities of 
circulating urates, normal products of tissue 
metabolism, upon joints, kidneys, alimentary tract, 
nervous system, etc., while mild intestinal toxamias 
show analogous effects of normal products from 
ordinarily harmless bacterial growths in the intestine 
when these substances are present in the blood in 
irritating amounts. 

The condition of the blood cannot be told from 
the degree of intestinal fermentations and putrefac- 
tions alone, nor from the quantities of intestinal 
bacterial products in the urine. It depends upon 
the ratio between absorptions and eliminations, and 
not upon either one independently. Scanty quan- 
tities in the urine may be associated with excessive 
amounts in the circulation when the kidneys are 
weak; and excessive quantities in the urine may 
exist with low concentrations in the blood when there 
are excessive intestinal absorptions and large vigor- 
ous kidneys simultaneously excreting rapidly. 
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A similar state of affairs holds with gout with re- 
gard to concentrations of urates in blood and urine. 

Finally, concentrations in circulation, which are 
of more importance than excessive degrees alone of 
intestinal putrefactions or of corresponding forma- 
tions of urates, do not themselves alone determine 
the development of tissue lesions. Development of 
pathological changes depends upon the ratio be- 
tween the vitality of the tissues in question and the 
degree of irritation produced by circulating sub- 
stances. When tissue vitality is low, small propor- 
tions of irritants in the blood may cause pathological 
changes; when vital resistances are high, large quan- 
tities of vascular irritants may produce no apparent 
effects. 


Bier: The Treatment of Tuberculosis of the Joints 
(Behandlung der Gelenktuberkulose). Deu/scher chir. 
Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Bier demonstrates a large number of patients, 
suffering from tuberculosis, of the various joints in 
whom he was fortunate in obtaining excellent results, 
maintaining the mobility of the joints affected. He 
does away with fixation of the part and uses his 
method of passive congestion, which is carried out 
for twelve hours daily; energetic iodine therapy 
complements the mechanical measures. Children 
receive two grains a day, adults three grains. By the 
use of iodine internally, he believes that cold 
abscesses, which otherwise frequently occur during 
treatment by passive congestion, are prevented. In 

a series of fifty-seven cases, but two of cold abscess 

are recorded. In the presence of abscess he relies 

upon iodine for their resorption. KATZENSTEIN. 


Myositis Ossificans Traumatica. Ann. 
By Surg., Gynec. & Obst. 

Coley reports three cases of myositis ossificans 
traumatica and brings out the difficulties of diagnosis 
from sarcoma. The etiology of the condition is still 
in doubt butmany theories are advanced. 

This condition must be differentiated from con- 
tusion, hematoma, myositis, periostitis, periarthri- 
tis, and syphilitic tumors; but all these conditions 
can be differentiated by means of a careful examina- 
tion aided by a good radiograph. It is sarcoma 
which gives rise to the greatest difficulties in diagno- 
sis. In myositis ossificans the sharp outline, corre- 
sponding to the junction of the tumor with the bone, 
is always shown in the X-ray, while in sarcoma it 
is less distinct except in the very early stages of the 
disease. In myositis ossificans the consistence is 
much harder than in sarcoma; furthermore, it is 
almost always uniform in character, whereas in 
sarcoma it is very apt to be soft in some places and 
harder in others, but there is never the bony hard- 
ness that is typical of myositis ossificans. Pain is 
rarely observed in the early stages of sarcoma but 
is quite marked, as a rule, in myositis ossificans. 
Joint disability is also more marked early in myositis 


Coley: 
Surg., 1913, lvii, 305. 


ossificans than in sarcoma. The absolute early 
diagnosis is so important that in cases of doubt the 
author recommends exploratory section and micro- 
scopical examination of the specimen. 

Treatment in these cases depends upon an absolute 
diagnosis, most writers recommending extirpation 
of tissue at a variable length of time after its appear- 
ance. Massage and early incision and evacuation 
of blood are condemned by the author. 

R. W. McNEALY. 
Murphy: Chronic Trochanteric Bursititis. Sur- 
gical Clinics of John B. Murphy, 1913, ii, No. 2. 
By Surg., Gynec. & Obst. 

A male aged 26, some fourteen years previous, 
was struck over right hip by a rock weighing 30 
pounds falling on him. This caused severe pain 
in leg, but he was not incapacitated. He suffered 
no inconvenience subsequently, excepting that 
during changes of weather he had slight pain in the 
region of hip. In 1907 patient noticed a small 
swelling over the right trochanteric region. This 
was freely movable, soft, and not painful or tender. 
It gradually increased in size, and by 1912 was as 
large as a base ball. During these five years the 
patient lost 30 pounds in weight. The tumor was 
then excised. It was soft and had a fatty appear- 
ance. Patient then began to regain his weight, but 
three months after mass was excised a second mass 
appeared and patient immediately began to lose 
weight again. The mass steadily increased in size, 
and four months later was size of a hen’s egg. Last 
August (1912), plasters of zinc chlorid were applied 
to the mass, and in two weeks it disappeared. The 
skin ruptured, and a yellowish discharge followed. 
The discharge continued up to Oct. 4th, when the 
femur was exposed and curetted. Yellowish dis- 
charge in small quantities appeared, and continued 
to the present time. Dec. 19, 1912, patient, follow- 
ing exposure to cold, had a chill, followed by fever. 
The next day a pocket of pus was opened in the 
thigh, and the fever subsided. Patient does not 
complain of pain or tenderness, and has full motion 
in hip-joint. 

At operation the case proved to be a typical one 
of bursitis which had burrowed in all directions; each 
sinus was carefully followed to its termination, and 
the surface of trochanter taken off down to normal 
bony tissue. Curettement does no good in such cases: 
they require a careful, clean-cut dissection. Small 
tubular drain, deep catgut sutures, tension sutures 
of silkworm gut, horsehair for skin. 

Cultures from pus before operation showed B. 
pyocyaneus, which accounted for the green color. 
The wound discharged green pus freely for two 
weeks, sometimes as much as a pint daily. The 
drain was then removed, and three weeks later the 
wound had closed completely and patient left 
hospital. He was given four or five injections of 
autogenous pyocyaneus vaccine, and it acted like 
turning off a faucet. The discharge ceased; com- 
plete recovery. L. J. MitcHELt. 
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Henderson: Regeneration of the Tendons. J.- 
Lancet, 1913, XXX, 175. By Surg., Gynec. & Obst. 


The experiments were done on the Tendo Achilles 
of large dogs. Photos were shown of the results on 
four dogs. In the first, 114 inches of the tendon was 
resected and the sheath left. Nothing was used to 
bridge the defect. The sheath was sewn together 
with catgut and the leg put up in plaster of Paris, 
the dog being allowed to run at willinthe pen. The 
plaster was removed at the end of 30 days and there 
was found to be perfect anatomic restoration. In 
a few days the dog used the leg normally. In the 
second case, both the tendon and the sheath were 
removed. Nothing was used to bridge the defect. 
The same after-care was carried out in all the cases. 
There was an anatomic restoration but the pseudo- 
tendon never functionated. In the third case one 
and one half inches of tendon was removed, the 
sheath being left. The defect was bridged with 
two strands of black linen and the sheath sutured 
over the space with catgut. There was anatomic 
and functional restoration. In the fourth dog there 
was removal of 113 inches of tendon with the 


sheath. The defect was bridged with two strands 
of linen. There was anatomic and functional resto- 
ration. In the fifth dog a piece of linen was put 


through the tendon high up and carried down to a 
periosteal insertion in the heel. Great proliferation 
occurred about the linen showing microscopically 
many giant cells, the result of the chronic irritation 
produced by a foreign body. Microscopic sections 
were made in all cases but macroscopic appearance 
is to be relied on more to distinguish true tendon. 


FRACTURES AND DISLOCATIONS 


Binnie: Snapping Hip. /7y. 
May. 
Case 1. Male, 24 years, admitted to General 
Hospital, November, 1912. Four years ago right hip 
caught between two railroad cars causing antero- 
posterior crushing. Was treated in another hospital 
where he lay in bed five months; no splints were 
used. The hip was useless for almost‘a year. After 
recovery he was capable of doing light work. 

Afterwards he had two complaints: (1) A marked 
rubbing pain at the crest of right ilium when he 
carried a heavy weight. This had no relation to the 
occurrence of his second complaint. (2) When he 
jumped or carried a heavy weight there was an 
audible and palpable snapping at the right hip 
which he attributed to the head of the femur becom- 
ing dislocated and which he could produce volun- 
tarily. 

Examination: When the patient leaned slightly 
to the right side the tip of the eleventh rib touched 
the iliac crest, causing a painful rubbing. 

There was tenderness at this point. This position 
of bending toward the right was often assumed in 
an endeavor to prevent snapping of the hip with 
its disagreeable sensation and feeling of weakness. 


Im. Surg. Ass., 1913, 
By Surg., Gynec. & Obst. 
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When sustaining most of his weight on the right 
foot, knee extended, if the patient leaned toward 
his left, a thick band of tissue could be felt passing 
from the lower and anterior part of the trochanter 
major upward and backward toward the _ iliac 
crest. On extending the hip this band would slide 
off the trochanter backward. If he twisted himself 
so that the right iliac bone moved forward the 
thickened band slipped forward on the trochanter 
with a sharp “snap” which was palpable, audible at 
several feet, and the jerking movement of the band 
quite visible. 

If the band was held backward with the fingers no 
“snap” occurred. The motions of the pelvis which 
have been described are equivalent to marked ab- 
duction and rotation outwards of the thigh. In the 
recumbent position the phenomenon could not be 
produced. X-ray examination was negative. Di 
agnosis: “Snapping Hip.’”’ On November 20, ether 
anesthesia was administered. Longitudinal incision 
was made over the great trochanter, and correspond 
ing incision through the fascia lata. ‘There was a 
sausage shaped thickening of the fascia posterior to 
the wound and to the great trochanter (the fascio- 
gluteal tract of Heully). A flap of periosteum was 
raised by longitudinal incision from the femur at 
the lower part of the trochanter major and the 
posterior lip of the incised fascia lata was sutured to 
this and to the vastus externus muscle near its 
origin. The anterior lip of the fascia was sutured 
to the posterior in such a manner as to slightly over 
lap the original line of suture. The skin wound was 
closed and the limb fixed in splints. 

The patient was seen a month after operation, 
when he was able to work. There was no recurrence 
of the snapping. To the patient the right leg now 
feels longer than the left, this of course being due to 
his ability to straighten the pelvis. The pain and 
rubbing at the crest of the pelvis has disappeared 
because the patient no longer bends over to the right, 
bringing his eleventh rib into contact with the iliac 
crest, as he formerly did. 


Case 2. Strongly built male, aged 23, April 20, 
1913. About seven or eight years ago patient saw 


another boy creating interest by apparently volun 
tarily dislocating his hip and reducing it again with 
a delectable snap. He admired the accomplishment 
so much that he successfully imitated it. There 
was no disability except that the snap was apt to 
occur involuntarily when he lifted heavy weights. 
The phenomenon could be produced on both sides. 
The following is the sequence of events: Bears 
weight on foot, adducts thigh (or flexes pelvis to 
opposite side), slightly flexes knee and then a band 
moves from behind forward over the trochanter 
with a sudden jerk. By reversing the motions at 
the hip the band jumps back again to its retro 
trochanteric position. The snap both when the band 
moves forward and backward is visible, palpable, 
and slightly audible. The band is not the ilio-tibial 
band, but is evidently the anterior margin of the 
gluteus maximus; it follows an oblique line from 
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about an inch anterior to the posterior superior 
iliac spine downward and forward to the outer 
surface of the femur five inches below the tip of the 
great trochanter. This is the location of the band 
just as it is ready to make its forward snap. The 
band is about the thickness of a forefinger. 

Perrin in 1859 reported a case as one of “volun- 
tary dislocation of the hip,” but in the discussion 
which followed it was shown that the symptoms 
were due to the snapping of a band of fascia or 
muscle over the trochanter. 

Bayer operated on one hip under the diagnosis 
of subgluteal bursitis; found no bursitis but a laxity 
of the gluteal tendon. Out of forty-one cases col- 
lected from various sources, sixteen appeared due to 
trauma, one to fatigue, and ten were either con- 
genital or the result of practice. In the rest of the 
cases the origin was doubtful as the history was not 
secured or the patient might well be malingeres 
(recruits trying to avoid military service, etc.). 
In seventeen cases there was a varying degree of 
disability, in twelve no disability, in the rest there 
was doubt as to disability or no history. The fact 
that any operation which fixes the anterior margin 
of the gluteus maximus to the trochanter and to the 
vastus externus is successful in preventing snapping 
seems to show that that structure is the culprit. 
This notion is strengthened by Ferration’s observa- 
tion that when he hooked up the fascio-gluteal 
tract with his finger, snapping became impossible. 
Voelker’s division of the upper fibres of the muscle 
gave good result probably because he obtained such 
a great lengthening of the tract that no tension on 
it was possible. Possibly rupture or division of 
the femoral insertion may permit a retraction 
upward and backward of some of the muscle fibres, 
enough to cause a sausage shaped swelling of the 
muscle about its anterior margin and so increase 
the possibility of the peculiar jumping of this 
tissue over the trochanter when the proper move- 
ments are made. 


SURGERY OF THE BONES, JOINTS, ETC. 


Bogoras: Resection of the Leg; a Method of 
Excising the Knee Joint when the Latter is 
Extensively Involved (Die Resektion der unteren 
Extremitiét; ein neues Verfahren fiir Exzision des 
Kniegelenks bei umfangreicher Erkrankung dessel- 
ben). Arzte-Zeit., 1913, XX, 3. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This operation is indicated in cases of severe 
tuberculous pan-arthritis, malignant tumors, etc., 
when the capsule of the joint is universally invaded 
and the surrounding soft parts are involved. The 
vasomotor nerve bundle, however, must be still in- 
tact. 

The method of procedure is as follows: Make a 
longitudinal incision through the middle of the 
popliteal space, liberate and isolate the vessels and 
nerves. Make two circular incisions through the 


soft parts at the level of the two ends of the nerve 
bundle. The bones are then resected and union of 
the two ends brought about with the aid of alumi- 
num bronze wire. The periosteum and muscles 
are sutured together with silk thread. The nerve 
bundle must be imbedded between the muscle 
layers in the shape of an S. Make a circular skin 
suture. The writer had occasion to operate in this 
manner on two patients suffering from tuberculous 
pan-arthritis. Both required leg amputated. In 
one, resection resulted in good function although 
with nine centimeters shortage. The other case 
suffered a relapse and one month later it was nec- 
essary to disarticulate the femur. The advantages 
of this operation are more than one. The operation 
gives the best results with healthy tissue. It is 
possible with this method to unite the cut surfaces 
and the bone fragments intimately and thereby 
assure healing by first intention and a firm bony 
union. The only disadvantage, the marked short- 
ening of the limb, can hardly be considered since the 
only alternative of the operation consists in amputa- 
tion above the knee. v. Hotst. 


Gallie: Tendon Fixation. 
lvii, 427, 


Ann. Surg., Phila., 1913, 
By Surg., Gynec. & Obst. 

The author describes an original method for fixing 
the foot in corrected position in cases of paralytic 
talipes equino-varus or valgus. His first case, a 
boy of eight, had complete paralysis of both pero- 
neals and weakness of the dorsiflexors with result- 
ing talipes equino-varus. He first divided the ten- 
don Achillis, forcibly corrected and put on an ankle 
brace with stop-joint and T strap. The deformity 
recurred. Then did an arthrodesis at the astragalo- 
navicular and calcaneo-cuboid joint. Ankylosis 
occurred, but the deformity recurred at the ankle 
joint. Then he made an incision over the peronei 
tendons, slipped the longus forward out of its groove 
and buried it in a groove on the anterior surface of 
the fibula with the tendon under tension, pulling 
the foot into valgus and dorsiflexion. The brevis 
was buried in a similar groove in the posterior 
surface of the external malleolus. Both were su- 
tured with 30-day catgut and covered with peri- 
osteum. The foot was put up in plaster Paris for 
nine weeks. Fixation was so secure that the foot 
could not be adducted and range of voluntary 
motion was normal in dorsiflexion, and half of 
plantar flexion. After walking without a brace for 
two months no tendency to recurrence. 

Three other cases have since been operated upon: 
two of equino-varus, one of valgus. In the last case 
the tibialis anticus and posticus were anchored to the 
tibia after division of the peroneals, and the patient 
was given a Whitman flat-foot plate when he began 
to walk. As only five months have elapsed since the 
first operation it is too soon for definite conclusions, 
but the author thinks, if the tendons do not stretch, 
the operation has advantages over others and should 
be further investigated. J. L. Porter. 
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DISEASES AND DEFORMITIES OF THE SPINE 


Lovett: The History of Scoliosis. 
Ass., 1913, May. 


Tr. Am. Orthop. 
By Surg., Gynec. & Obst. 

The article deals with the salient points in the 
history of scoliosis from its earliest mention in the 
writings of Hippocrates. The mention of the 
affection of Hippocrates gave it its name, but it was 
evident that it was confused with other affections of 
the spine, as also by Paré. Suspension in the treat- 
ment dates from the middle of the seventeenth cen- 
tury,and the head sling from the end of that century. 
The affection was somewhat cleared up by André. 

From the middle of the nineteenth century, sco- 
liosis attracted great attention, and a vast amount 
was written about it. The modern progress ap- 
pears to have begun with the application of plaster 
jackets in suspension by Sayre about 1875, and 
further progress was made by the use of high degrees 
of force by Wullstein in 1902. The result has been 
that treatment by forcible correction has come very 
much to the front in the last ten years, and is in the 
opinion of the author the only effective treatment 
in dealing with the moderate and severe grades of 
scoliosis. 

The latter part of the article is largely a considera- 
tion of the evolution of forcible correction. 


Tr. Am. Orthop. 


Porter: Scoliosis: Its Prognosis. 
By Surg., Gynec. & Obst. 


Ass., 1913, May. 


The author discusses the prognosis of scoliosis 
without reference to the various methods of treat- 
ment under six subheads. 

1. The cause of the deformity. He believes that 
the underlying cause should be given as much 
weight as any other factor. Cases due to defects in 
development of the vertebre and ribs offer the least 
hope of improvement. Those due to rachitis which 
have gone on to adolescence without treatment, 
those resulting from empyema and paralysis, offer 
a bad prognosis as regards complete correction. 

Cases due to static errors, such as unequal length 
of legs, unequal development of the pelvis, and bad 
habits in sitting in school, have a better prognosis. 

Cases due to torticollis, visual and aural defects, 
elevated scapula, etc., should be corrected when the 
cause is abolished, if the bones are not hard and 
fixed. 

Cases due to unequal muscular development or 
strength are the most hopeful. 

2. Ageat onset. He says, ‘‘ Generally speaking, 
the earlier the deformity develops, if it goes on for 
several years without treatment, the worse the prog- 
nosis, but where the deformity in young children 
is detected early and given prompt treatment we 
should expect excellent and speedy results.”’ 

3. Age of the patient. Next to the etiology this 
is the most important factor. The longer the 
period of growth ahead during which treatment can 
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be carried out, the better. The greatest successes 
are usually found in patients between the ages of 
two and twenty. In patients past middle life a 
deformity which has not changed for many years 
may grow worse from trophic changes in the bones 
and joints. 

4. Type of deformity. Simple total curves offer 
more hope than compound ones. ‘The fewer the 
curves and the less the rotation the better the 
prognosis, provided they are below the cervico- 
dorsal region.” 

5. The patient. Personal factors, such as tem- 
perament, occupation, intelligence, general health, 
etc., have very marked bearing upon prognosis. 
An alert, optimistic, interested patient will do better 
than a phlegmatic, depressed, and weak-willed one. 
Occupations which require constant exercise in 
abnormal positions or long persistence in a normal 


one interfere with success of treatment. Obesity 
counts against successful treatment. 
6. Incidental benefits of treatment. The im- 


provement of the scoliosis almost invariably results 
in improvement of the general health. 

The author cites several cases to illustrate the 
points referred to and also calls attention to the 
exceptions to the rule which are occasionally seen 
under almost all the conditions mentioned. 


Little: Some Recent Advances in the Treatment 
of Scoliosis. Clin. J., 1913, xli, 360. 
By Surg., Gynec. & Obst. 

After discussing briefly the anatomical and 
mechanical changes that take place in the spine in 
scoliosis, and referring to the various methods of 
treatment that have been in vogue since the seven- 
teenth century, Little describes the method advocat 
ed by Abbott in June, torr. Since then he has 
treated several cases and he reports one, a case 12 
years of age with a dorsal rotation of 15 degrees 
which was treated with four plaster of Paris jackets. 
The first was applied July 6, 1912, and the last re- 
moved on January 25, 1913, a little over six months. 
The rotation was completely cured in the dorsal 
spine but a slight fullness remained in the left lumbar 
region. 

\s regards the value of this method compared 
with those previously in use he says: ‘I have now 
had enough experience of it to be able to say that 
it is, at least in my opinion, a very valuable innova- 
tion, and that I have already been able to achieve 
more definite improvement, amounting sometimes 
to practical cure, than with any other treatment 
which I have tried. 

‘Whatever may be the final verdict of the pro- 
fession as to the extent to which Abbott's method 
will cure severe scoliosis, there can, I feel sure, be 
little doubt but that he has made at one bound a 
very great advance — an advance, in my opinion, 
greater than any other made in the treatment of 
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this deformity for many years, and one which re- 
dounds to the credit of his powers of observation 
and his perspicacity.”’ J. L. Porter. 


Forbes: The Rotation Treatment of Scoliosis. 
Tr. Am. Orthop. Ass., 1913, May. 
By Surg., Gynec. & Obst. 
The article is an arrangement of the present 
methods of treatment of scoliosis in which the 
primary curve is in the dorsal region. The aim of 
the author’s method is to produce a physiologic 
scoliosis, the counterpart of the deformity, by 
rotation of the spine through the rib wall. Scoliosis 
is a deformity of the thorax, not a deformity of the 
spine alone; so, as rotation is the freest of dorsal 
movements, rotation is the best means of treatment. 
The author says the ocular demonstration of cor- 
rection as shown by the position of the spinous 
processes is apt to be misleading. Rotation is best 
secured in flexion as first suggested by Bradford 
and Lovett several years ago. Forbes thinks per- 
manent correction is not possible by force alone, but 
only by physiological reposition and the applica- 
tion of Wolff’s law. In paralytic scoliosis bone grafts 
may be necessary to retain the position after cor- 
rection. The technique by which physiologic rota- 
tion is secured is described. Results obtained by the 
author, Adams, and others would certainly justify 
the trial of this treatment. 


Freiberg: Corrective Jackets in the Treatment of 
Structural Scoliosis; with Especial Reference 
to Mensuration and Record. Tr. Am. Orthop. 
Ass., 1913, May. By Surg., Gynec. & Obst. 

This paper represents a critique of Abbott’s 
method of treating structural scoliosis by means of 
plaster of Paris jackets on the basis of Freiberg’s 
personal experience. As a means of control in 
estimating the result of treatment, the author con- 
trasts the photographic record with a graphic record 
of the deviation of the spine from the perpendicular, 
which has been drawn to the standard scale of 50.0 
cm. The author holds that while the photograph 
is more convincing to the lay eye and while it gives 
the better general impression of the figure, the 
graphic record is more accurate and more useful to 
the surgeon. Torsion deformity should be meas- 
ured by an instrument which expresses the deform- 
ity in degrees of the circle. 

Six cases are reported to illustrate different types 
of results from the Abbott method. Case I shows 
the possibility of reversing the deformity in all of its 
elements. Case II illustrates a marked improve- 
ment, much of which was produced by bringing 
about lumbar compensation of a dorsal curve and 
shows the method to be inadequate for very high 
dorsal curvatures. Case III is an unsuccessful re- 
sult in lumbo-dorsal curvature dependent upon con- 
genital asymmetry of the sacrum. Cases IV and V 
show how it is possible to produce a marked over- 
correction of the patient’s figure without improve- 
ment of the spinal deformity proper of correspond- 
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ing degree. Case VI demonstrates that post- 
rachitic osteosclerosis may offer insurmountable 
difficulty in accomplishing correction by this method. 

The author’s conclusions are as follows: 

1. It is possible to secure reversal of the elements 
of deformity in some of the cases of structural 
scoliosis, by Abbott’s method. 

2. In quite a number of cases our means of cor- 
rection cannot be exhausted in one jacket. It is 
probably better always to remove the original jacket 
at the end of six weeks and then renew it. 

3. Abbott’s method of applying corrective jackets 
constitutes a great advance and the correction is 
usually greater than has been obtained by former 
methods. 

4. This method is capable of substantial elabora- 
tion. 


Bradford: What to Do After Corrective Jackets 
are Discarded. Tr. Am. Orthop. Soc., 1913, May. 
By Surg., Gynec. & Obst. 

Certain facts are to be held in mind by those treat- 
ing cases of fixed spinal curves. 

The best method of correction is by properly 
applied plaster jackets. But correction of the curve 
is not curing the patient and gymnastics are ad- 
juvants in treatment, but not to be relied upon 
exclusively when a relapse is threatened. 

Check braces are of assistance if they prevent 
slumping and faulty attitude. Such braces should 
be efficient and prevent slumping of the spinal 
column and the assumption of faulty attitude, and 
not be waist or thorax compressing corsets. 

As there is a tendency to relapse during growth, 
inspection and treatment may be needed for a long 
period. Ugly, heavy, disfiguring appliances should 
not be applied for an indefinitely long period. 

To be honest with himself the surgeon should, in 
watching the most chronic of surgical ailments, keep 
accurate records and measurements of contour, 
flexibility, curve, and rotation to enable him to 
detect relapse definitely and to note gain positively. 


Cook: An Introduction to the Symposium on 
Lateral Curvature. Tr. Am. Orthop. Soc., 1913, 
May. By Surg., Gynec. & Obst. 


The lumbar spine is the natural center of motion, 
center of gravity and center of stress of the human 
body. 

if the lumbar spine be abnormally curved to the 
left, and this curve can be reversed and held, a cure 
is assured, for by reversing the curve of the lumbar 
spine, the balance of the whole body must of neces- 
sity be reversed, and the law of gravity and Wolff’s 
law, which formerly worked to increase the de- 
formity, will now work to correct the deformity. 

Force can be brought to bear either directly or 
indirectly on the lumbar spine. An_ ordinary 
plaster of Paris corset, with a large window cut on 
either side, and a webbing band, forms a simple, in- 
expensive and efficient apparatus for bringing direct 
pressure to bear on the lumbar spine. 
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Abbott: Movements or Positions of the Normal 
Spine and Their Relation to Lateral Curva- 
ture. Tr. Am. Orthop. Ass., 1913, May. 

By Surg., Gynec. & Obst. 

The author states that the movements of the spine 
are many and are like those of any tlexible body. 
Although a child’s spine is more flexible, the same 
changes may occur in the adult to a more limited 
degree. Passive motion is more important as the 
muscles seldom produce curvature. 

A division of the spine into segments is not as 
important as the relations of its arts in different 
positions. There are five primary motions: flexion, 
extension, side bending, rotation and torsion. 

Flexion in the child produces a long curve with 
the greatest change in the lumbar region. Exten- 
sion produces the least effect in the dorsal region, 
which does not entirely lose its posterior convexity. 
Lateral bending is a pure movement. Rotation isa 
pure movement with the greatest change at the 
summit of the curve. Torsion is a pure movement 
with the greatest change at the ends. 

Compound movements: Flexion plus side bend- 
ing may exist without rotation. Flexion plus ro- 
tation or plus torsion may exist without lateral 
bending. Extension plus side bending is without 
torsion or rotation. Extension plus rotation is 
without lateral deviation. Extension plus torsion 
produces the greatest change at the end twisted. 
In side bending plus rotation, rotation may occur 
toward either side. In side bending plus torsion, 
the vertebre turn in either direction. 

There are four complex movements in which the 
spine may easily be placed: (1) flexion, plus lateral 
bending, plus rotation; (2) flexion, plus lateral bend- 
ing, plus torsion; (3) extension, plus lateral bending, 
plus rotation; (4) extension, plus lateral bending, 
plus torsion. In flexion, plus side bending, plus rota- 
tion, the vertebrae may be turned with little force 
either way, but more readily with the bodies toward 
the convexity. When extension is substituted the 
motions are in the same direction, but the force 
needed to produce them is much greater. When 
torsion is substituted for rotation, either flexion or 
extension produce similar conditions. All these 
positions are possible, but combinations containing 
flexion are the easiest. This is scoliosis. 

It is easy to produce scoliosis artificially, although 
it is a physiological posture, which at first is as- 
sumed voluntarily, but gradually becomes habitual 
and thus lateral curvature is developed. 

HAROLD A. PINGREE. 


Meisenbach: A Consideration of the Correction 
of the Fixed Types of Lateral Curvature Com- 
plicated by Visceral Derangements, Espe- 
cially Those of the Cardiac Variety, with a 
Slight Modification of Abbott’s Method. Tr. 
Am. Orthop. Ass., 1913, May. 

By Surg., Gynec. & Obst. 

The author says there are many problems con- 
fronting the orthopedic surgeon to-day in regard to 
scoliosis, and much scepticism on the part of the 


general practitioner in regard to the possibility of 
correction of this deformity. Among the things to 
be considered are the following: The selection of 
cases to be treated, the different methods to be 
employed in different cases, the pathologic condition 
of the patient before operating, the relation of curv- 
ature to disease in general, the results of correction 
upon the other organs and functions. 

The author quotes Backman, Thorndike, and 
others to show that in a large number of cases 
statistics show disease of heart, lungs, and other 
organs accompanying scoliosis. 

It is the conviction of the author that the fixed 
types, whether mild or severe, can be cured or 
improved, and he has found that by a careful con- 
sideration of the patient to be corrected, with a 
modification of the treatment in the severer types, 
there is little discomfort or risk incurred by the 
application of the Abbott jacket. He has also found 
that the blood pressure is not appreciably changed 
by the application of the jacket, and cites six cases 
which show that the pressure before, during, and 
after operation remained almost constant. He also 
gives three cases to illustrate the beneficial effects 
of correction upon the general condition of the pa- 
tient, which in each case were quick and far-reach- 
ing; one, a girl of 21, being over-corrected in seven 
days. In each case the general health was markedly 
improved, and in one the hemoglobin jumped from 
fifty to seventy in a few weeks. 

The author emphasizes the following conclusions: 
The suprisingly small change in blood pressure when 
rotary force and flexion are applied; the disappear- 
ance or improvement of ptosis or gastric trouble 
after correction; the increase in hemoglobin without 
medication, and the tendency of cardiac lesions to 
improve by correction; and he urges that in the 
severest cases, where there is great deformity and 
derangement of the viscera, treatment should be 
undertaken cautiously and with a view of improving 
the general condition of the patient; also that, as 
a rule, no attempt should be made to build up the 
system by medication until after correction. 


Park: A Report of Fourteen Cases of Spina Bifida 
and One of Sacrococcygeal Tumor. Buffalo 
M. J., 1913, Ixviii, 437. By Surg., Gynec. & Obst 
The author reports 14 cases of spina bifida, 13 of 
which were in very young children, the oldest not 
over 21% years, and one case in a young man 23 
years of age. All these cases were operated within 
the past ten years and represent the rather conven- 
tional method of extirpation of the sac with closure 
of the opening. In 2 cases, a very thin plate of 
celluloid or ivory was used as a fortification, over 
which the tissues were united. In the other in- 
stances more or less plastic work was done upon the 
vertebra. Silver wire was used twice as a deep and 
buried retaining suture. Of the 14 cases, some 
quite unpromising, 3 died as an immediate or remote 
result of operation; in the others apparently ideal 
results were attained. 
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Park also reports one case of congenital sacrococ- 
cygeal tumor, the mass being larger than the in- 
fant’s head, in fact nearly the size of the entire 
trunk. So large was it as to constitute a very seri- 
ous obstacle in delivery. On the fourth day a 
spontaneous hemorrhage nearly exsanguinated the 
patient and seemed to call for immediate operation. 
With scarcely any anesthetic the mass was dissected 
out with but little further loss of blood, extirpation 
being relatively easy although the growth extended 
within the pelvis between the rectum and the sa- 
crum. It proved to be a multicystic teratoma. 
This little patient died a few hours after the opera- 
tion. 

In closing his report the author alludes to the 
possibility of utilizing living bone, either from the 
same patient, e. g., rib, or from some other, or pos- 
sibly some animal source. Such a fragment might 
be shaped to fit into the opening in the spinal canal 
and retained in situ by ordinary methods with 
every prospect of success. 


Collins and Elsberg: Giant Tumors of the Conus 
and Cauda Equina. Tr. Am. Neurol. Ass., 1913, 
May. By Surg., Gynec. & Obst. 

The authors report five cases of giant tumor of 
the conus and cauda equina, operated upon by 
Elsberg. The tumors probably originated from the 
pia over the roots or from the roots of the cauda 
equina themselves; they grew very slowly, causing 
few symptoms until they attained large size. Fi- 
nally the tumors filled up the entire lower part of 
the spinal canal surrounding the roots of the cauda 
and extended upwards upon the conus and lumbo- 
sacral cord. 

The important features of the clinical histories 
were the following: (1) a history of one or more 
year’s duration; (2) pain in the small of the back, 
sooner or later extending down the one and then the 
other lower extremity; (3) stiffness of the back in 
the lumbar region; (4) increasing stiffness and weak- 
ness of the lower extremities, with loss of power of 
dorsal flexion of the foot; (5) slight disturbance of 
the bladder and rectum. 

The important features of the examination were 
the following: (1) rigidity of the lumbar vertebral 
column; (2) weakness and stiffness of the lower 
limbs; (3) paralysis of the peroneal groups of mus- 
cles; (4) drop foot on one or both sides; (5) absence of 
knee and ankle jerks; (6) tenderness of the lower lum- 
bar spines; (7) irregular and asymmetrical sensory 
disturbances (8); Wasserman and X-ray negative. 

The typical findings at operation consisted of a 
large reddish brown, not vascular, tumor within the 
dura, not intimately connected with the latter, well 
encapsulated above and easily freed from the conus, 
but closely connected with the nerve roots below. 

The peculiar features in the patients were the late 
appearance of bladder and rectal symptoms; the 
small evidence of sensory disturbance in spite of the 
fact that the large tumors were under much pres- 
sure within the canal. 





The results of the operative interference were not 
very satisfactory although several of the patients 
were much improved. It is almost impossible to 
remove the growths without leaving small fragments 
of tumor tissue behind. The operations should be 
done in two stages so as to allow the tumors to be 
extruded from the spinal canal and thus partially 
freed from the nerve roots. With early diagnosis 
radical removal should be possible. 


MALFORMATIONS AND DEFORMITIES 


Kunne: A Combination of Congenital Luxation 
of the Head of the Radius with Little’s 
Disease (Die Kombination der ‘‘angeborenen” Lux- 
ation des Radiusképfchens mit der Littleschen Krank- 
heit). Zétschr. f. orthop. Chir., 1913, xxxi, 138. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Three cases are reported, where Little’s disease 
occurred simultaneously with the dislocation of the 
head of the radius. The following possibilities are 
to be considered: 

1. The dislocation of the head of the radius may 
be congenital. 

2. The condition may have a definite relation to 
Little’s disease. 

The history of the patient gives no evidence to 
support the first view. On the contrary, it appears 
from the history, examination and X-ray that the 
condition was not present at birth. 

The literature shows clearly that all nerve diseases 
which cause spastic and paralytic disturbances ensue 
in abnormal traction of certain muscles. The latter 
do not only cause contractures, but also bone dis- 
placements and other deformities; even dislocations 
may be brought about in this manner. 

It is true that the cases on record generally refer 
to the involvement of other joints, especially the 
hip joint. This, however, does not prevent the 
author from believing that the above named two cases 
probably occurred as sequel of Little’s disease. 

It has been suggested that these dislocations 
should be called ‘“‘spastic.’”’ This is, according to the 
author, quite appropriate; in fact, he advocates that 
all dislocations concurring with spastic and paralytic 
disturbances should not be dismissed by calling them 
congenital, but should carefully be examined as to 
whether they can in any way be brought in relation to 
the dislocation forms described above. ENGELHART. 


Willard: The Treatment of Flat-Foot. Penn. M. 
J.; 1913, XVi, 437: By Surg., Gynec. & Obst. 
One quarter of the deformities of the body are 
due to the weakness of the tarsal arch. The weight 
bearing portions of the foot are the heads of the 
metatarsals, the fifth metatarsal, cuboid and os 
calcis. The foot is held in position by the slinglike 
action of the tibials and peroneal muscles. Any 
weakness of the tibials or overaction of the peroneals 
will cause the foot to evert and throw the larger share 
of weight-bearing on the plantar fascia; this gradual- 
ly stretches and the normal outline disappears. 
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Weakness of the supporting muscles and aversion of 
the foot are to be expected after prolonged weaken- 
ing illnesses, injuriessuch as Pott’s fracture, etc., and 
treatment of the weakened arch should be begun 
before symptoms appear. The main indications 
for treatment in the early type are: Strengthen 
the weakened muscles; allow foot to take its normal 
position; relieve arch of strain until muscles take up 
their full work. To do this, muscular exercises and 
passive motions (massage) are of the greatest impor- 
tance. The arch can be supported by a proper shoe 
which has a straight last, sviff shank, and low, broad 
heel, with felt pad in instep when necessary. Steel 
arch supports are injurious unless carefully made by 
an expert, and usually cause more pain, more prona- 
tion, and further weaken the muscles. 
JOHN L. Porter. 
Osgood: The Prevention of Foot Strain. 
M. & S. J., 1913, clxviii, 380. 
By Surg., Gynec. & Obst. 
Osgood describes a simple apparatus for measur- 
ing the power of the foot muscles and shows that 


Boston 
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Gordon: Experimental Study 
Injections of Alcohol. 
1913, May. 


OF THE 
of Intraneural 
Tr. Am. Neurol. Ass., 
By Surg., Gynec. & Obst. 
The object of this study was to determine exper- 
imentally the direct effect of alcohol on a motor, 
sensory, or mixed nerve. Two series of dogs were 
used, three for each. In the first series, the injec- 
tion was made directly into the nerve substance 
after careful dissection and exposure of the nerve 
trunk. The supra-orbital, the facial, and the sciatic 
nerves were then treated. The animals were kept 
alive nine days. Each nerve was then dissected up 
to its point of origin and the Gasserian ganglion for 
the infra-orbital, a spinal ganglion for the sciatic 
nerve, also the facial nerve in its course through 
the medulla were all carefully examined histolog- 
ically. In the second series of experiments the same 
nerves, some ganglia, also medulla for facial nerve, 
were examined microscopically after twenty-nine 
days of life. Besides, the clinical phenomena were 
carefully observed until the day of death. 
Extraordinary accuracy in all experiments and 
uniformity with regard to the strength of alcohol 
(80 per cent), to the number of drops injected (5), 
and to the after-care of the wounds have been ob- 
served. The conclusions of the author are as fol- 
lows: (1) There is a difference in histological 
changes when alcohol is injected into a motor, 
sensory, or mixed nerve. (2) A motor nerve is con- 
siderably less influenced by the intimate contact 
with alcohol than a sensory or mixed nerve. (3) 
Functional recovery follows in cases of injections 
into a motor nerve. (4) In cases of sensory or mixed 
nerves, persistent sensory, trophic, and motor 
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comparison of the relative power of the adductors 
and abductors will often give warning of potential 
strain, and pain, and disability in feet which present 
no symptoms. For five years the author and 
Arthur Legg independently examined various groups 
of nurses, students and others and their results were 
so uniform that Osgood believes that preventive 
treatment such as proper shoeing, exercises, douch- 
ing, etc., based upon the muscle strength and walk- 
ing position before actual trouble has begun, will 
prevent its development in nearly all cases. He calls 
particular attention to the liability of painful feet 
among nurses and tabulates the result of a series 
of 112 of whom examinations were made before 
symptoms developed, and the result of treatment 
in those who followed advice given, and those who 
did not. He compares this table with that of 360 
Wellesley College students. The analysis of re 
sults as related to kind of shoes worn, previous occu 
pation, and treatment shows distinct advantage in 
routine examinations in institutions like schools 
and hospitals from a standpoint of possible prophy- 
laxis. Joun L. Porter. 


NERVOUS SYSTEM 

disturbances follow injections of alcohol. (5) In 
cases of motor nerves, the gross nerve bundles are 
not affected. Only the perineural connective tissue 
suffers, but then a condition of repair is evident in 
cases of long standing. (6) In cases of sensory or 
mixed nerves, the histological changes are very con- 
spicuous, not only after recent injections (nine days) 
but also long after. the first injections (twenty-nine 
days). Not only the nerve bundles but also their 
respective ganglia (Gasserian and spinal) show 
degenerative changes. (7) In therapeutic manage- 
ment of nerve affections the above difference in the 
susceptibility of motor and sensory nerves must be 
borne in mind. Otherwise irreparable damage 
may be done to muscles and limbs. 


Malone: Recognition of Members of the Somatic 
Motor Chain of Nerve Cells by Means of a 
Fundamental Type of Cell Structure, and 
the Distribution of such Cells in Certain 
Regions of the Mammalian Brain. Analomi 
cal Rec., 1913, Vii, 67. By Surg., Gynec. & Obst. 

The article is based on the study of central nervous 
systems in the monkey, lemur, cat, and man. The 
material studied was fixed in 95 per cent alcohol and 
imbedded in paraffin. Serial sections were stained 
in a 1 per cent aqueous solution of toluidin blue, 
differentiated in 95 per cent alcohol, cleared in 
xylol, and mounted in Canada balsam. 

By the term ‘‘somatic motor cell,” the author 
refers to those cells which form an integral part of 
the efferent nervous chain to striated muscle. The 
analogous, sympathetic or visceral motor cells con- 
cerned in the efferent system to the heart muscle 
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and smooth muscle were not studied. Jacobsohn 
is credited with emphasizing that motor cells have a 
definite histology toward the peripheral end of the 
efferent system, but toward the central end-station 
there is a transition to the sensory type. Malone 
believes that no such transition occurs. 

“There is no gradual transition in structure be- 
tween the cells of the afferent and motor chains, and 
there is no indication of the beginning of motor 
structure in the afferent cells. Those cells in the 
efferent chain whose function consists exclusively or 
primarily in conducting impulses through the chain 

To cross striated muscle or between motor center 
are characterized by a common structure which 
differs according to the position of the cells in the 
motor series. The cells comprising the functional 
series may be recognized microscopically, chiefly 
through the arrangement of the extra nucleor 
chromophilic substance in relatively coarse 
granules.” 

This characteristic histological picture can be best 
seen with a relatively low magnification (100 x 200 
diameters) and is found most characteristically in 
the central nervous system of those animals stand- 
ing highest in the phylogenetic series. 

The author believes that the definition of func- 
tional centers should be based more on localized 
cell groups having definite histological characters 
than on topographical relations. BARNEY BRooKs. 


MacCallum: MHyperexcitability of Nerves in 
Tetany (Uber die Ubererregbarkeit der Nerven bei 
Tetanie). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1913, 
XXV, Q4I. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

MacCallum found by his experiments that in 

tetany the nerves remain hyperexcitable after sec- 
tion. This is not due to the fact that they were so 
before section, but to general causes. He demon- 
strated furthermore that the peripheral portion of 
a nerve separated from its ganglion cell shows, with 
the development of tetany, the same hyperexcit- 
ability as the intact nerve of the opposite side. Con- 
duction of blood from a dog suffering from tetany 
through the extremity of a sound dog connected with 
the body only by the sciatic nerve and the bone, 
showed that this hyperexcitability is due to changes 
in the circulating blood. This may be due to the 
presence of a toxin which becomes active by depriva- 
tion of calcium. ERNST SCHULTZE. 


Delherm and Py: The Radiotherapeutic Treat- 
ment of Sciatica. Arch. Rin . Ray, 1913, xvii, 388. 

By Surg., Gynec. & Obst. 

Twelve cases are reported in which X-rays were 
applied therapeutically for sciatica which had re- 
sisted other methods of treatment. The reported 


results are good, pain usually decreasing after six 
or seven séances, and cures resulting in several cases 
after a more prolonged irridation. 

A method was used which required relatively 
small divided doses. 


The rays were directed for 
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the most part into two zones of the lumbar region or 
even into painful points along the course of the nerve. 
Three irridations were given to each region, an inter- 
val of a week or more elapsing between treatments. 
After the first series of three séances the patient 
was allowed to rest for three weeks. At each séance 
one third of a sabourand dose was given, so that 
a cumulative dose of 5 H. was given on each region 
during a series of three sittings. An aluminum 
filter, 5 mm. thick, was used with rays of penetra- 
tion No. 6 or 7 Benoist. The equivalent spark was 


Io to 12 cm. and the focus distance 25 to 30 cm. 


It was strongly contended that these cases were 
not of the purely neuropathic variety but that the 
sciatica was due to a real compression of the nerve 
roots. In such cases where the galvanic current 
and other methods have failed radiotherapy is 
advised. Hottis E. Porrer. 


Murphy: End-Result of Operation for Brachial 
Paralysis. Surgical Clinics of John B. Murphy, 1913, 
ii, No. 2. By Surg., Gynec. & Obst. 

A man of 28,on November 3, 1910, was shot with 
a revolver, the bullet entering in the right supra- 
clavicular fossa. Immediately after the arm 
dropped to the side and the shoulder fell. Admitted 
December 17th, he was unable to raise the arm to a 
right angle with the body, or to fold the forearm on 
the arm. He had lost the ability to pronate and 
supinate or extend the hand. He was also incapable 
of extending the fingers, but could use all the flexor 
muscles. There were no sensory disturbances. It 
was evident, as the result of examination, that the 
bullet had passed through the lower portion of the 
brachial plexus. The ulnar portion of the eighth 
cervical was intact, and the suprascapular was func- 
tionating. The musculocutaneous was partially 
intact; the greater portion was not. The median 
was also partially intact. The ulnar was completely 
intact. The musculospiral was entirely out of com- 
mission. The plexus was exposed by making a 
double division of the clavicle and reflecting the 
flap inward, and it was found the cut nerve-endings 
were in close approximation, and, therefore, the 
author believed that regeneration of the axones 
would take place. He approximated the cut ends 
very carefully, suturing them with fine catgut. 
Nothing else needed to be done. Sept. 27, 1911, 
he could use all the muscles except the long extensors 
of the fingers and thumb. Dec. 24, 1912, he had a 
full and complete extension of fingers and thumb. 
All of his arm muscles were normally active. He 
had great strength and a powerful grip. 

This case establishes the definite principle that 
regeneration of axones can and will take place, 
with full restoration of function, if the approxi- 
mation is done right. The divided ends must 
remain in contact until regeneration can take 
place. One must not be discouraged at the 


length of time before there is a return of function. 


In this case two years have gone by. 
L. J. MITCHELL. 
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Sauvé and Tinel: The Operation of Franke (L’op- 
ération de Franke). J. de chir., 1913, x, 129. 
3y Surg., Gynec. & Obst. 
The authors began their study of the operation 
of Franke, fully realizing that numerous reports of 
its non-success were due to its failure in reaching 
the pathological points which experimental and 
clinical anatomic observations have determined as 
the seat of tabetic crises. They justify their investi- 
gation of Franke’s operation on the ground of its 
practical ulitity. 

The first chapter of their article is a study of the 
clinical anatomic basis of the operation. 

Of the three essential elements of tabetic crises, 
pain, vomiting and secretory disturbances, the most 
essential to be removed is the element of pain. In 
a comprehensive anatomical, physiological and 
pathological study, the authors show that the 
splanchnic nerve supplies to the stomach (1) vaso- 
motor fibres which come from the cord and tra- 
verse the root ganglion without interruption; (2) 
sensory nerve fibres whose origin is in the spinal 
ganglion and which enter the cord through the 
posterior root. It is in the course of the posterior 
root that the pathological process manifests itself. 
Thus the irritation acts simultaneously upon the 
intercostal nerves and the rami communicantes of 
the posterior roots the union of which forms the 
splanchnic. The pneumogastric is likewise com- 
posed of (1) a few sensory fibres to the stomach 
intermingled with those to the heart, larynx, and 
pharynx, and (2) motor fibres, the reflex irritation 
of which produces vomiting. Thus it is evident that 
as the pathological process is in the posterior root 
it is the posterior dorsal root which must be cut or 
its fibres destroyed in order to do away with the pain 
in tabetic crises. 

The second chapter deals with the operation of 
Franke from the anatomic and experimental view- 
points. 

The question whether or not the operation of 
Franke removes the spinal ganglion has been 
investigated: 

1. By searching for the ganglion in the divulsed 
nerve, which gives uncertain results owing to tech- 
nical difficulties. 2. By experiments on the cadaver, 
which are contradictory in results. Leriche and 
Cotte claim that the ganglion is removed; Sicard and 
LeBlanc that it is never even injured unless the 
costo-transverse ligament be cut, in which case the 
dura is also dangerously torn by divulsion of the 
nerve. Tinel and Sauvé agree with the latter. 
3. The findings at autopsy, which show (a) that the 
operation of Franke anatomically never reaches the 
root and very seldom reaches the ganglion, yet 
(b) it is not anatomically useless because violent 
divulsion of a nerve trunk causes profound dis- 
turbances in the nerve cells through temporary 
chromatolysis, and it is reasonable that lesions of 
the ganglion cells produced in similar manner may 
cause or hasten the complete degeneration of the 
posterior root. The authors believe that this 


alone explains the cures effected by the operation 
of Franke. 

Most writers claim that the operation of Franke 
is ‘‘simple, easy and not dangerous.”’ In the chap- 
ter devoted to the technique of the operation of 
Franke, the authors first consider the difficulties of 
the operation. These are, first, our insuflicient 
knowledge of the anatomy of the posterior parts of 
the intercostal spaces; second, lack of precision in 
the number of nerves which should be divulsed. 
Physiologically from the fourth to the eleventh 
nerves should be divulsed, as the stomach derives its 
supply from the fourth to the tenth dorsal segments 
of the cord. But the authors do not quite dare to 
recommend divulsion of the fourth on account of 
the danger to the cardiac and respiratory reflexes; 
third, the difficulty in following the nerve to its 
point of origin. The dura is seldom torn in prac- 
tice, a danger which LeBlanc and Sicard have ob- 
served upon the cadaver, also it is possible to go to 
the point of origin of the nerve. The authors’ 
technique, unlike any other, makes it unnecessary 
to touch the costo-transverse ligaments, a good 
liberation of the transverse processes and an adroit 
manipulation of the grooved director sufficing; and 
it is even less necessary to cut the transverse proc- 
esses as recommended by Mouriquand and Cotte; 
fourth, the difficulty in avoiding the pleura. It is 
not true, as contended, that injury to the pleura in 
this region is not serious. 

The authors prefer to perform the operation at 
one sitting except (a) in very cachectic patients; 
(b) when a grave pneumothorax is produced; (c) 
when there exists on one side chronic pulmonary 
lesions which render the lung of this side func 
tionally insufficient in case of pneumothorax of the 
opposite side. The patient is placed face down- 
ward upon the operating table with a pillow under 
the abdomen. 

The operation: The incision is made opposite to, 
and three finger’s breadths from, the fourth to the 
eleventh dorsal spines. The authors take as their 
landmarks a line drawn between the inner ends of 
the spinous processes of the scapulz as the level of 
the third dorsal spine, and a horizontal line four 
finger’s breadths below the angle of the scapulz 
as the level of the eleventh dorsal spine. 

The second step comprises the incision of the soft 
parts down to the longissimus dorsi muscle. The 
inferior insertions of the trapezius and the latissimus 
dorsi are cut in the axis of the incision. 

The third step is the avoidance of the posterior 
perforating vessels by going through the fibres of 
the longissimus dorsi muscle. 

The fourth step lays bare the transverse processes 
and the levatores costarum. The separated fibres 
of the longissimus dorsiare strongly retracted and the 
fine tendons of insertion of the levatores costarum 
are grasped with toothed forceps and cut close to 
the transverse processes. The tendons are pulled 
aside and expose at once the posterior intercostal 
spaces. Now the external intercostal muscle and the 






















Fig. 1. Showing method of exposing and cutting the 
tendons of insertion of the levatores costarum muscle 
from the transverse processes. 
external posterior intercostal membrane alone 
cover the intercostal vessels and nerve. 

The fifth step comprises the incision of the 
external intercostal muscle and the external posterior 
intercostal membrane. The external intercostal is 
often lacking posteriorly and its fibres are at best 
so thin that it may be neglected. The pleura lies 
immediately beneath the fibres of the external 
posterior intercostal membrane, which is described 
for the first time by Sauvé and Tinel. This mem- 
brane extends from the costo-transverse-cervical 
ligament internally upward and outward to the 
angle of the rib and has a length of about two and 
one half centimeters. External to the posterior 
angle of the rib the intercostal vessels and nerve 
lie between this membrane and the intercostal 
muscle; internal to the posterior angle they lie 
between this membrane and the pleura (Fig. 1). In 
spite of all that has been written to the contrary, the 
authors claim that nothing is easier than to injure 
the pleura in this region. They expose the mem- 
brane by inserting a blunt dissector (Farabeuf’s) 
at the mid-point of the intertransverse ligament 
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Fig. 2. 1. posterior external intercostal membrane; 


m. internal intercostal muscle; p. pleura. The external 
intercostal muscle has been completely removed. 





and pushing it outward to the posterior angle of the 
rib. The resistant membrane upon which the 
dissector lies is the external posterior intercostal 
membrane, which is exposed by cutting down upon 
the dissector and carefully raising the flaps (Fig. 2). 

The sixth step is the exposure, section and divul- 
sion of the intercostal nerves. The nerve is now seen 
crossing diagonally the intercostal space. It is gently 
raised from the pleura and cut. Then the proximal 
cut end is grasped with a toothed forceps, and with 
a grooved director is separated from its bed in the 
intertransverse muscles and ligaments until its 
point of junction is reached (Fig. 3). The central 
end of the nerve is next caught as deeply as possible 
with strong forceps. The nerve is twisted by turn- 
ing the forceps and is torn out as abruptly as possible 
(Fig. 4). Franke and his followers recommend slow 
divulsion of the nerve (at least three minutes for 
each nerve); but the authors believe that the de- 
sired result, namely chromatolysis of the ganglion 
cells is best obtained by brusque divulsion, which has 
the added advantage of saving at least thirty 
minutes in time of operation. 

The seventh step describes the repair and suture 
of the different planes. After repeating the preceding 
manceuvre in each of the six intercostal spaces the 
muscular repair is easily accomplished with six or 
seven catgut sutures through the mass of the longis- 
simus dorsi; the aponeurosis is closed with a second 
row of catgut sutures and a third row of sutures 
closes the skin. The authors always drain the lower 
angle of the wound because of the known lowered 
resistance of tabetics to infection. If a pneumo- 
thorax has been caused by opening the pleura in 
one of the intercostal spaces the opening is easily 
closed by suturing the large mass of groove muscle 
over this space. 

The authors make a critical review of thirteen 
cases which they were able to collect in the literature, 
including their own three cases. Two of these 
thirteen cases died from causes ascribable directly 
to the operation; of the remaining eleven, two had 
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Fig. 3. Showing method of exposure of the posterior 
external intercostal membrane. 
Fig. 4. Showing the intercostal nerve lifted from its bed 


immediate relapses; three had later relapses; five 
were cured but without any indication of the time 
elapsed since operation; one case has remained cured 
more than eleven months. 

Comparing these results with results of other 
operations for the relief of tabetic crises, the authors 
were able to get reliable statistics only in the opera- 
tion of Foerster. Their impressions are that the 
operation of Franke should have a mortality of 
about 7 per cent in spite of the 14 per cent of their 
collected cases. The reported cases of Foerster’s 
operation give a mortality of 24 per cent, which the 
authors believe is too low because opening the sub- 
dural space alone gives a mortality considerably 
higher than these figures. From the point of view 
of efficacy the operation of Franke is incontestably 
inferior to that of Foerster. The former may suc- 
ceed, while the latter must succeed provided enough 
roots and ganglia are removed. The same holds 
true of all other operations which attack the 
posterior root or ganglion, e. g., the operations of 
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and the grooved director following it to its point of origin. 
Fig. 5. Forceps applied to nerve: method of twisting 
employed in divulsion indicated by arrow. 


Guleke, of Sicard and Desmarest, of Schueller. 
But the operation of Franke is very much easier than 
that of Foerster, which in turn is easier than that of 
Guleke. The operation of Sicard and Desmarest 
ranks between that of Foerster and Guleke in facility. 
In reviewing advantages and disadvantages of 
the operation of Franke, the authors conclude 
that it is the least efficacious of the operations for 
gastric crises but nevertheless can be successful; 
that it is the least dangerous and much the easiest. 
It should not be condemned and finds its indications. 

The practical questions which arise in regard to 
the gastric crises of tabes and which Sauvé and 
Tinel answer in their general conclusions are: 

1. Is it necessary to operate for the gastric crises 
of tabes: The crises are a symptom of irritation 
and a well founded objection to operative interfer- 
ence is the fact that the crises disappear sponta- 
neously when the progress of the disease destroys 
the roots or the disease becomes arrested and the 
irritation ceases. As it is impossible to predict when 
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these favorable and non-operative results will take 
place, the authors believe that the operation is 
justified when the crises are severe, frequent, long 
and leading to cachexia, and after the lapse of 
some months show no tendency to spontaneous 
regression. 

2. Which operation should be selected? If we 
accept the proposed pathogenesis of the crises as an 
irritation in the dorsal radicles, the operation of 
Franke is not rational unless by the operation as 
set forth in this article the rami communicantes and 
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Korneff: Free Fascia Transplantations; Exper- 
imental and Clinical Investigations (Uber die 
freie Fascientransplantation; experimentelle und 
klinische Untersuchungen). Dissertation, St. Peters- 
burg, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author has undertaken fifty experiments on 
dogs and cats to illustrate the pathological and 
anatomical changes in transplanted fascia. The 
experiments may be grouped in three series. Thirty- 
three experiments are concerned with the substitu- 
tion of Achilles tendon defects with fascia lata. De- 
fects of the thorax wall were covered over twelve 
times and abdominal wall defects five times. From 
the first series the following conclusions can be 
drawn: The “fascia muff’? which connects the end 
of the resected Achilles tendon, at first serves very 
reliably for good union. ‘Thereupon the tendon 
defect begins to be replaced by young connective 
tissue, which proliferates around the transplanted 
fascia from all sides and supplies it with blood 
vessels. The surrounding connective tissue grad- 
ually acquires a tendinous character and at the 
end of the second month is distinguished from the 
old tendon merely by its greater richness in cells and 
the irregular arrangement of its fibres. Macroscop- 
ically, its glistening appearance is missing and it is 
thicker than the normal tissue. Gradually these 
differences disappear. The nuclei of the fascia lose 
their staining properties at first, due to the in- 
sufficient nutrition. At the end of the third week 
already, the number of nuclei is increased simul- 
taneously with the vascular new formations. Trans- 
verse fascia bundles disappear after three weeks, 
thanks to the inactivity, while the longitudinal 
fibres become tendinous and at the end of the third 
month all difference have disappeared. The elastic 
fibres are always well preserved. 

In a second series (twelve experiments) defects in 
the wall of the thorax were covered with free, trans- 
planted fascia. For this purpose large four-cornered 
defects were produced by means of rib-resection and 
removal of musculature and pleura and were closed 
in the way given. The author, who has been the 
first to try such experiments. has tried in this series 
wherever possible to give results only after long 
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the extremity of the ganglion are reached. Foers- 
ter’s operation, the operation of Guleke and of 
Sicard and Desmarest are too dangerous to be 
recommended. Therefore, the operation of Franke 
should first be tried. If it fail, or if there are remis- 
sions, Sauvé and Tinel recommend simple ligation 
of the dorsal radicles. This procedure seems to 
suffice to interrupt the reflex arc which gains ingress 
to the cord from the spinal root across the irritated 
zone, and causes definite degeneration of the 
posterior roots. Eis FIscHet. 


THE SKIN AND APPENDAGES 
periods. The animals were killed after 10 to 12 
months. In seven out of twelve dogs a complete 
success was achieved. Two dogs died of shock. 
The artificial defect measured about 6x8 cm. From 
this series the author draws the following con- 
clusions: Large thoracic wall defects can be closed 
splendidly with freely transplanted fascia lata. The 
transplanted fascia is surrounded on all sides by 
scar tissue, which nourishes the transplant. The 
scar tissue gradually becomes flatter and firmer. 
If the pleura does not become infected, no adhesion 
of fascia to lung takes place. The transplant is 
covered on its inner side with flat pleural endothelial 
cells. Young connective tissue and vessels prolif- 
erate into the profascial and endofascial layers, 
which lose their primary structure. The true fascia 
bundles, however, do not alter their structure even 
after one year. The proliferation of the elastic 
fibres reaches a maximum in 3 to 4 months. After 
a year their number returns to normal. 

In the third series, peritoneal-muscle defects of 
the anterior abdominal wall were covered with freely 
transplanted fascia, thereby testing Kirschner’s 
results (5 experiments). The author found that 
such defects can be perfectly covered with free 
transplantation of fascia. Even in those cases with 
a superficial wound infection, no bulging of the ab- 
dominal wall could be found after five months. 

In the clinical part of the work there is at first a 
critical discussion of the eighty cases found in the 
literature. Free fasc:a transplantation was em- 
ployed most frequently in defects of the dura (26 
times). Abdominal wall defects were closed fifteen 
times by this method and ankylosed joints were 
mobilized thirteen times. Defects of hollow organs 
were closed ten times, and three times the artificial 
intestinal stenosis of Bugoljukoff was attempted. 
The remainder of the cases comprise plastic opera- 
tions on muscle, etc. The author’s personal material 
includes eighteen cases, among which are twelve 
cases of large inguinal hernias, five being recur- 
rences. Further there was one case, respectively, 
of hernia cruralis, hernia pulmonalis, pleural defect 
after a stab wound, prolapsus recti (fascia ring of 
Brunn) cryptorchism and ankylosis of the jaw. 
Noteworthy are the cases of closure of pleural 
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defects, which succeeded splendidly. This method 
is applicable to all cases in which suture is not 
possible. It seems especially valuable after resec- 
tion of tumors of the breast wall. In rectal pro- 
lapse, also, the fascia-plastic method of Brunn is an 
excellent method. In cryptorchism the author 
proposes the following procedure: The testicle is 
pulled through a 9x4 cm. sized piece of fascia and 
the incision in the latter narrowed by suture. The 
fascial sack is fixed in the scrotum. Most effective 
is the case of complete ankylosis of the jaw accord- 
ing to Scharlach. By the interposition of free, trans- 
planted fascia function is restored. This method 
technically is much simpler than the complicated 
muscle interposition according to Helferich and vy. 
Miculicz and is to be preferred for this reason. In 
the author’s eighteen cases only one failure is to be 
recorded because of suppuration of a scrotal hama- 
toma. Muscle hernias at the site of extirpation of 
the fascia were not observed. The author proposes 
free fascia transplantation as the method of choice 
in crural hernias because of the danger of recur- 
rence. HESssE. 


Stern: The Grafting of Preserved Amnioti 
Membrane to Burned and Ulcerated Surfaces 
Substituting Skin Grafts. J.Am. M. Ass., 1913, 
Ix, 973. By Surg., Gynec. & Obst. 

The technic of fixing and preserving the grafts 
was suggested to the author by Carrel. 

The freshly obtained amniotic sac in part or in its 
entirety is immediately placed in petrolatum, after 
being washed of all blood in normal saline solution 
and dried between layers of sterile gauze. Liquid 
petrolatum serves well when a specimen is to be cut 
many times and used up within a few weeks. The 
receptacles are stored on or near ice as soon as possi- 
ble, and maintained at a temperature between minus 
one and plus seven centigrade (30.2 and 44.6 F.). 
The color and consistency remain normal for several 
weeks, the microscopical appearance of the arteries 
unchanged for seven to ten months. 

Surfaces are prepared as carefully as for skin 
grafting. A section of the graft is spread smoothly, 
care being taken to press out all air bubbles. The 
amniotic or glistening side is placed in apposition 
to the wound. Wax (a mixture of paraffin, bees- 
wax, and castor oil) having been warmed to just the 
degree to liquify, is now applied with applicators. 
A fresh applicator is used for each dip, to prevent 
contaminating and disturbing the grafts. An outer 
dressing of cotton and bandage is all that is necessary 
for protection and absorption. 

After two days, when the dressing is removed, the 
outer layer of the amnion comes away with the 
wax, leaving the inner layer closely applied to the 
wound. 

Cases of ulcers, burns and scalds, and traumatic 
denudations were treated thus with remarkable 
result — best in a case of traumatic denudation. 

The method should commend itself, if it does as 
well as skin graft, for it obviates the necessity for 
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anesthesia and the production of a secondary wound 
with no certainty of the outcome for their justifica- 
tion. H. W. KostMayver. 


Strauss: Copper in the Treatment of Cutaneous 
Tuberculosis (Zur Kupferbehandlung der iuszeren 
Tuberkulose). Deutsche med. Wehnschr., 1913, Xxxix, 
503. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This article advocates the continuation of the 

chemotherapy of lupus. After the author had seen 
cases of marked improvement in cutaneous tuber- 
culosis from the injection of copper preparations into 
the blood, he began to use it locally also. with the 
object of getting results more quickly. He believes 
that copper preparations applied locally not only 
have a caustic action, but that they exercise a 
specific effect on the tubercle bacilli. He believes 
‘hat in the new copper compounds, especially in a 
new combination of lecithin and copper and also in 
iodized methylene blue, we have means of success- 
fully combating mild and moderately severe cases 
of tuberculosis as an infectious disease, and that this 
can be done without injury to the individual, which 
is not the case in the tuberculin treatment. Pictures 
are given of several cases cured of cutaneous tuber 
culosis. BRANDES. 


Mackee and Remer: Massive Dose X-ray Treat- 
ment of Cutaneous Epithelioma. .\. J’. J/. /., 
1913, XCVii, 633. By Surg., Gynec. & Obst. 

The advantages of a single massive dose over small 
fractional doses of X-rays in treating epithelioma 
are: (1) greater accuracy in measuring the dose, (2) 
fewer visits of the patient for treatment, (3) less 
total quantity of X-rays, and (4) better success in 
treating recurrences. 

To obtain the same effect on an epithelioma by 
fractional doses as by massive doses a much larger 
total quantity of X-rays is required so that to pro- 
duce the stage of erythema a single ample dose has 
the efficiency of several divided doses whose com 
bined intensity is considerably greater. At the same 
time the deleterious effects on the skin and its blood 
vessels is far greater with the fractional doses. In 
case of recurrences the resultant condition after 
fractional methods is very resistant to radio-therapy ; 
not so after massive exposure. 

Accuracy in measuring the dosage is obtained for 
ray quantity by Holzkneckt’s radiometer and for 
ray quality by the Benoist scale. Benoist 5 or 6 
is used for most superficial lesions with Benoist 7 
or more for deeper growths, aided by a suitable filter. 
The radiometer and penetrameter method gives a 
direct reading of quantity and quality on all types 
of X-ray equipment while the milliampere-minute 
method is inconstant on account of the variance 
in milliampere reading with different 
inductor. 

The approximate dose is carefully estimated for 
each individual case and applied with all the 
accuracy that the measuring instruments afford. 
If the estimated dose is larger than is usually re 
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quired to produce a moderate erythema it should 
be administered in more than one séance, remember- 
ing, however, that any two divided doses do not 
produce the same total effect of a single dose equal 
to their sum. If after a massive treatment result- 
ing in erythema no beneficial effect is seen in one 
month the case should pass to the surgeon. If 
improvement follows without apparent cure a sec- 
ond and even a third massive dose is justifiable. 
Horus E. Potrer. 


Mitchell: Surgical Aspects of Purpura. Tr. Am. 
Surg. Ass., 1913, May. By Surg., Gynec. & Obst. 
Hemorrhagic tendency deserves a high place in 
consideration of factors for safety in surgical 
operations. Hemophilia, jaundice, and purpura 
represent three types of pathologic hemorrhage. 
Purpura is of greatest interest because of its many 
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variations, the possibility of confusion in diagnosis, 
and its complications which may demand operation. 
Henoch’s purpura is the type with which we are most 
concerned. Autopsy data do not offer complete 
explanation of the abdominal symptoms. Five 
cases are reported in which the diagnosis was 
questionable. A review of the recent literature 
shows that visceral complications may be serious, 
and that intussusception is the most frequent and 
most serious lesion. There are reports of nineteen 
laparotomies, in eizht of which intussusception was 
demonstrated and three intussusceptions went un- 
operated. There were no deaths from exploratory 
operation. The operative reports give a full 
explanation of the abdominal crises. The efficacy 
of the injections of serum has been well shown. 
Operation in the course of the disease, as shown by 
the results, is not greatly to be feared. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Robertson and Burnett: The Influence of Leci- 
thin and Cholesterin Upon the Growth of 
Tumors. J. Exp. M., 1913, xvii, 344. 

By Surg., Gynec. & Obst. 

The authors investigated the influence of injec- 
tions of lecithin and cholesterin on the rate of growth 
of tumors in white rats. The growth used was the 
Flexner-Jobling carcinoma, inoculated into the 
axillary region. Rats from two sources were used 
and two specimens of tumor were obtained for the 
original inoculations. Injections were made direct- 
ly into the tumor mass and were begun on the 2oth 
and roth days after inoculation in the two series. 

It was found that cholesterin, whether suspended 
in dilute alcohol or in sodium oleate solution, pro- 
duced a marked acceleration of both the primary 
and the metastatic growth, and that the acceleration 
of the primary tumor was most marked in the pre- 
metastatic stage. 

Lecithin, on the other hand, when injected in the 
form of an aqueous emulsion directly into the pri- 
mary tumor, diminished the tendency to form 
metastases, retarded the rate of the metastatic 
growth when it did occur, and, in some instances, 
retarded the primary growth. ‘The retardation was 
most marked in the metastatic stage. 

It was also noted that simultaneous injection of 
m/6 strontium chloride solution did not appreciably 
affect the action of the lecithin. 

James F. CHURCHILL. 


Fleisher and Loeb: Transplantation of Tumors 
in Animals with Spontaneously Developed 
Tumors. Tr. Am. Ass. Pathol. & Bacteriol., 1913, 
May. By Surg., Gynec. & Obst. 


The large majority of all experiments in trans- 
plantation of tumors were carried out on normal 


animals. It was apparently tacitly assumed that the 
condition existing in normal animals or in animals 
with an inoculated tumor on the one hand and in 
animals with a spontaneous tumor on the other 
hand were identical. The first experiments in which 
tumors were transplated into animals with sponta- 
neous tumors was reported by Loeb about eleven 
years ago. Loeb found at that time that pieces of 
an adenoma of the mammary gland of a white rat 
could be transplanted very much more easily into 
a rat in which a tumor originated than in other rats. 
Later Loeb and Leopold found a similar condition 
to prevail in a dog havinga mixed tumor of the breast 
in which pieces of tumor could be easily inoculated, 
while the tumor could not be transplanted into other 
animals. It was especially noteworthy in both these 
series of transplantations that the transplanted 
pieces remained alive in toto, in the animal in 
which the tumor had existed spontaneously, 
while in other individuals the whole transplanted 
piece or at least its center became necrotic. Loeb 
also reported later a few observations in mice which 
seemed to point to the conclusion that mice in which 
a tumor had originated spontaneously were more 
liable to form a good soil for the growth of sponta- 
neous tumors of other mice than normal mice with- 
out spontaneous tumors. The authors had, how- 
ever, made only very few observations concerning 
this point and their conclusion in this respect was 
only a tentative one. 

The results of their experiments carried out 
within the last two and one half years are sufficiently 
definite to permit the conclusion that in mice with 
spontaneous tumors there is a factor present which 
permits tumors in general to grow better than in 
mice in which no spontaneous tumors had developed. 
There is, therefore, intimately connected with the 
development of a spontaneous tumor in an animal, 
a condition which favors tumor growth in general, 
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There is, however, another conclusion to be drawn 
from these results. Inasmuch as the percentage of 
cases in which tumors grew in the same individuals 
in which they originated is considerably greater 
than the percentage of growth in other individuals 
with spontaneous tumors, we must assume that the 
great facility with which tumors grow in the 
individual in which they developed spontaneously 
is due to two factors. First, the factor which the 
authors mentioned, namely, the presence of a con- 
dition favoring tumor growth in general in animals 
affected with a spontaneous tumor; and secondly, a 
condition not specific for tumors but applying to 
other tissue as well, namely, a condition which 
favors the growth of certain animal tissues in the 
individual in which the tissue originated as com- 
pared with the growth of the same tissues in other 
individuals of the same species. This latter fact is 
evidently due to a chemical adaptation existing 
between the physical-chemical character of the 
body fluids and the composition of the tissue. 

Investigation of the growth of transplantable 
tumors, which are apparently less sensitive to the 
lack of this specific adaptation between tissue and 
body fluids than the large majority of ordinary 
tumors, shows that it grows in mice with sponta- 
neous tumors not quite as well as in normal mice, 
especially if such an ordinary transplantable tumor 
is investigated under conditions in which its viru- 
lence has been experimentally decreased. Such 
material, however, grows better in mice with sponta- 
neous tumors than in mice in which one of the or- 
dinary rapidly proliferating transplantable tumors 
is growing. In all probability the spontaneous 
tumors call forth some immune reactions which 
are not present in normal mice, but they call forth 
immune reactions of less intensity than the rapidly 
growing, ordinary transplantable tumors. Further- 
more, the fact has been established that those 
mechanisms which lead to an inhibition of growth 
in normal mice through an inoculation with a sur- 
plus of tumor or through a previous or simulta- 
neous injection with spleen tissue are also operative 
in mice with spontaneous tumors and approximately 
to the same extent as in normal mice. 


Warthin: Heredity with Reference to Carcinoma 
as Shown by the Study of the Cases Examined 
in the Pathological Laboratory of the Univer- 
sity of Michigan During 1895-1913. Tr. Ass. 
Am. Physicians, 1913, May. 

By Surg., Gynec. & Obst. 

This paper gives a statistical study of the records 
of the Pathological Laboratory of the University 
of Michigan during the years 1895-1913, in which 
period 3600 cases of neoplasm were studied for the 

purposes of practical diagnosis. Of these 3600 

cases, 1600 were cases of carcinoma. This material, 

in about go per cent of the cases observed, was taken 
from the general population of the state of Michigan. 

The University Hospital being a state hospital and 

not a charity one, gives a much more representative 


population than is usually found in charity hospitals 
of the large cities, and the possibility of obtaining 
a family history is therefore much better than in 
the latter case. In about fifteen per cent of all the 
cases in which a family history could be obtained 
(1000 cases), a definite family history of carcinoma 
was given. In a number of families studied, six in 
number, in which all of the members for three gen- 
erations, both cancerous and non-cancerous, were 
included, a most striking family susceptibility to 
carcinoma was shown. In addition to these car- 
cinomatous families, the author presents a study of 
carcinomatous fraternities; that is, families in which 
a complete family history is not obtainable but in 
which for two or three generations of given family 
groups a distinct susceptibility to carcinoma is 
shown. 

As the result of these studies, the author concludes 
that the study of a large number of cases of car- 
cinoma yields isolated but striking examples of a 
marked family occurrence through several genera- 
tions; and a much more frequent family group or 
“cancerous fraternity”’ occurrence. From such 
histories it is hardly possible to draw any other con- 
clusion than that a definite cancer susceptibility 
exists in certain families. The great frequency of 
association with tuberculosis might be taken as 
an evidence of a general weakened resistance on the 
part of these family lines; and this conclusion is 
supported by the extinction of many of these lines 
through a lessened fertility. 

In the study of all of our neoplasm material a 
family susceptibility is occasionally shown in the 
case of angioma, lymphangioma, fibroma, neuro- 
fibroma, lipoma, myofibroma of uterus, adenoma of 
breast, and adenoma of thyroid; but extremely 
rarely in the case of sarcoma. 

1. A marked susceptibility to carcinoma exists 
in the case of certain family generations and family 
groups. 

2. This susceptibility is frequently associated 
with a marked susceptibility to tuberculosis, and 
also with reduced fertility. 

3. The multiple occurrence of carcinoma in a 
family generation practically always means _ its 
occurrence in a preceding generation. 

4. The family tendency is usually more marked 
when carcinoma occurs in both maternal and 
paternal lines. 

5. Family susceptibility to carcinoma is shown 
particularly in the case of carcinoma of the mouth, 
lip, breast, stomach, intestines and uterus. 

6. In a family showing the occurrence of carci- 
noma in several generations there is a decided 
tendency for the neoplasm to develop at an earlier 
age in the members of the youngest generations. 
In this case the neoplasm often shows an increased 
malignancy. 

7. Because of the difficulty of obtaining com- 
plete family records the laws of inheritance of 
carcinoma susceptibility cannot be determined 
accurately, and it is highly desirable that investiga- 
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tions of large family records should be made relative 
to the occurrence of carcinoma susceptibility. In 
Levin’s study of cancerous fraternities in connection 
with the whole family history the percentage of the 
cancerous members in each cancerous fraternity 
corresponds very closely to the Mendelian per- 
centage of members with recessive unit-characters 
in a hybrid generation. The same conclusion might 
be drawn from the author’s cases in certain in- 
stances, but it does not seem to him that the data 
are sufficient for such conclusions. Levin does not 
consider this conclusion as final, and also concludes 
that resistance to cancer is a dominant character 
whose absence creates a susceptibility to cancer. 
While some of the author’s cases show family history 
suggesting this, others would indicate a progressive 
degenerative inheritance—the running-out of a 
family line through the gradual development of an 
inferior stock, particularly as far as the resistance to 
tuberculosis and cancer is concerned. 

Levin, as well as Williams, noted the family 
tendency tospecific localization of the cancer, particu- 
larly the uterus in the female members. This is 
well shown in the author’s family histories and in 
some of the cancerous fraternities. Levin concludes 
that the most important result of his investigation 
is the fact that it shows the presence of an inherited 
resistance to cancer growth. Warthin would put 
it in just the opposite way and say that his obser- 
vations are important in that they show in certain 
families an inherited susceptibility to cancer. If 
the majority of the human race do not show this 
susceptibility, resistance to cancer is a normal trait 
of the species. An increased susceptibility becomes, 
therefore, the abnormal character of importance, 
and investigations should be carried along the line 
of attempting to determine just what lies back of 
this susceptibility. 


Levin: The Mechanism of Metastasis Formation 
in Cancer. Tr. Am. Ass. Path. & Bacteriol., 1913, 
May. By Surg., Gynec. & Obst. 


The author describes a series of experiments with 
an inoculable sarcoma and carcinoma of the white 
rat in which the formation of metastasis was 
induced artificially. In one series of experiments the 
tumors were inoculated subcutaneously and then 
subsequently into an organ: liver or spleen. In 
those animals in which the tumors grew subcuta- 
neously they also grew in the organ, or in other words 
the artificial production of a metastasis was success- 
ful. When the subcutaneous inoculation failed, 
the subsequent inoculation into an organ was also 
a failure. 

Ina second series of experiments the subcutaneous 
inoculation was followed by simultaneous inocula- 
tions into two organs: liver and spleen. The results 
were identical with the first series inasmuch as the 
inoculations into the organs failed when the sub- 
cutaneous inoculations failed. But on the other 
hand, when the subcutaneous inoculation was 
successful then in a certain number of animals the 





in both 
organs. while in other animals it succeeded only in 
one organ and failed in the others. 

In the third series of experiments the sub- 
cutaneous tumors were removed surgically and 
then the same tumors were inoculated into one or 


subsequent inoculation was_ successful 


two organs. In these experiments when the re- 
moval of the subcutaneous tumors was radical then 
the inoculation into the organs failed. When the 
subcutaneous tumor recurred, then the inoculation 
into the organs was successful, and again when 
simultaneous inoculation into two organs was done, 
then the tumor grew either in both or only in one 
organ. 

The author concludes from the results of this 
experimental study that the growth of a metastasis 
depends upon the same conditions as the growth of 
the original primary tumor and that they both 
depend upon an interaction between the malignancy 
of the cancer cells on one hand and the condition of 
general or local susceptibility or resistance against 
tumor growth of the organisms of the animal. 


Heyde and Vogt: Studies on the Effect of Aseptic 
Surgical Tissue Necrosis and Researches on 
the Causes of Death from Burns (Studien iiber 
die Wirkung des aseptischen chirurgischen Gewebe- 
zerfalls und Versuche iiber die Ursachen des Ver- 
brennungstodes). Ztschr. f. d. ges. exp. Med., 1913, i. 
59. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This very complete work offers new and interest- 
ing viewpoints on the causes of death from burns 
and on the causes of death after unilateral nephrec- 
tomy. On the basis of numerous and varied exper- 
iments the authors concluded that burned native 
tissue may act like foreign tissue. In favor of the 
view that a sufficiently large burn of the third degree 
may put the organism into a kind of permanent 
sensitization is the observation that experimental 
animals may be kept alive by excising the burned 
area. ‘There is also the possibility of affecting 
animals who have not received any burn by the 
transplantation of burned flaps in just the same way 
as if they themselves had received a severe burn. 
Heyde and Vogt also succeeded in demonstrating in 
the urine of these transplantation animals the same 
toxic principle that occurs in the urine of the burned 
animals. In reference to this toxic principle, the 
results showed that a substance can be secured from 
the urine of burned and even of normal human be- 
ings which produces extremely characteristic phenom- 
ena and affects animals with a perfectly definite 
disease-complex, consisting of motor irritability, 
cramps, high grade dypsnoea, to which are added the 
well-known symptoms of anaphylactic shock, such 
as hawking, spitting, chewing, and loss of urine and 
feces. Section of these animals in the acute stage 


shows hyperemia of the gastro-intestinal tract, 
abscence of coagulation of the blood and leucopenia. 
In searching for the urinary toxin, Heyde and Vogt 
succeeded in producing the typical picture of this 
As the 


intoxication with guonidin preparation. 
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chief results of their researches the authors designate 
the demonstration of a well-defined chemical body of 
low constitution which can provoke the symptoms 
occurring in anaphylactic shock and after the action 
of the toxic urinary principle in burns. They also 
demonstrated that the toxicity of such substances 
diminishes the higher it is constituted. Thus neither 
a fever-producing nor a toxic action could be ob- 
tained from the pure albumen. As a practical result 
of their researches the authors recommend wherever 
possible the excision of the burned area in burns of 
the third degree, the protection of the body from 
loss of water from the wound, the treatment of the 
patient with CaCl, solution and finally atropine in 
large doses. By applying the results of their animal 
experiments on the causes of death after unilateral 
nephrectomy to the experiences of human pathology, 
Heyde and Vogt concluded by analogy that the 
uremic coma occurring after kidney operations for 
a previously unilateral disease was frequently not of 
a reflex, but of toxic nature. LEUENBERGER. 


Bloodgood: The Diagnosis and Treatment of 
Border-Line Pathological Lesions. Tr. Am. 
Surg. Ass., May, 1913. By Surg., Gynec. & Obst. 

By border-line pathological lesions Bloodgood 
means those in which it is difficult, clinically, or 
from the gross appearance, or from the frozen micro- 
scopic section, to come to a definite conclusion as to 
whether a lesion is benign or malignant. 

The earlier after the first symptom patients pre- 
sent themselves for treatment, the greater will be 
the number of these cases in which the diagnosis will 
present difficulties. In this stage the prognosis 
after proper treatment is best. 

It is the author’s opinion that there is sufficient 
experience at hand at the present time to allow one 
to formulate definite conclusions as to the proper 
method of diagnosis and treatment in this stage in 
which the result should be the best. 

Incomplete removal of any malignant disease in 
its earliest stage gives much worse results than com- 
plete removal in a later stage. This fact must be 
always borne in mind. 

Incomplete removal of a distinctly benign lesion, 
with the exception of the angioma, is always fol- 
lowed by the re-formation of the tumor from the 
residues left behind, and the chances of malignant 
change in these residues are greater than in the un- 
disturbed benign lesion. This fact should also be 
kept in mind. 

These border-line pathological lesions, from the 
standpoint of diagnosis and treatment, can be 
divided into three great groups. 

Group 1. Inthis instance the complete excision 
of the palpable nodule can be accomplished without 
danger and without mutilation, so that after its re- 
moval it makes little difference what the micro- 
scope shows—the proper operation has been done. 

Group 2. Here also the complete excision of the 
nodule can be accomplished without danger of 
mutilation, but there is a possibility that the lesion 


may be a carcinoma of a type in which, experience 
has demonstrated, the neighboring lymphatics 
should also be radically extirpated. 

Group 3. In this series the diagnosis of malig- 
nancy would indicate a more radical operation with 
mutilation and, in some instances, increased dangers 
from the operation, while if the lesion were still 
benign a cure could be accomplished with less or no 
mutilation and less danger. 

From the author’s investigations he is confident 
that there is suflicient evidence to indicate to the 
surgeon the proper operation in each group with 
best results for the patient. 

In the first place, the surgeon must have the 
easily available knowledge of the different patholog- 
ical processes which may occur in definite localities. 
He must be familiar with the methods of the diagno- 
sis of the lesion in this special region and the nature 
and extent of the operation which promises the best 
results. 

The diagnosis as to the proper treatment rests 
upon, first, a careful study of all the available clinical 
evidence. In some cases this is sufficient to indicate 
the proper treatment without a gross or microscopic 
investigation. The author thinks this is true for 
palpable masses in the stomach and colon. The 
resection of such masses without an investigation of 
their gross and microscopic pathology by cutting into 
them yields the best results with the least mutilation 
and danger. If the pathological examination after 
their removal shows a benign lesion, the patient is 
protected from the later development of cancer; if, 
on the other hand, it should prove to be malignant 
the chances of a cure are best. 

As examples of Group 1 may be mentioned benign 
pigmented moles, warts, small subepidermal nod- 
ules, and subcutaneous, more or less encapsulated 
tumors. 

In the second group may be mentioned a lesion on 
the lower lip. Here the lesion may be radically 
excised with a V-shaped piece without danger or 
mutilation; the wound may be closed. Then a 
frozen section is made and if it proves to be car- 
cinoma of the spinocellular type, the glands under 
the jaw should be completely removed through a 
separate incision. This operation in two stages and 
without continuity dissection has been demonstrated 
to fulfill all the requirements. With an early lesion 
on the tongue the method is entirely different, be- 
cause for the malignant nodule or ulcer the local 
operation must be more extensive. Ina case of this 
kind, under general or local anesthesia, the palpable 
area is excised with the cautery and immediately 
studied under the microscope in a frozen section. 
If the section shows carcinoma, then the more 
radical operation must be proceeded with at once. 

As an example of Group 3, a lump in the breast 
may be used—one in which a clinical diagnosis is im- 
possible. The surgeon cuts down upon a lump. In 
the majority of cases the differential diagnosis be- 
tween benign and malignant is best indicated by the 
gross findings. In many instances the frozen sec- 
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tion is more difficult to interpret than the gross 
pathological picture. In a few instances the frozen 
section is helpful, for example, between an intra- 
canalicular myxoma and a medullary carcinoma. 

The next important question to answer is, what 
shall a surgeon do when in doubt after he has ex- 
hausted clinical, and gross and microscopic patho- 
logical investigation? It is the author’s opinion that 
we have sufficient evidence to answer this question. 
It rests upon the knowledge of the frequency of malig- 
nant disease in the different regions and the results of 
radical treatment. In the breast, the complete 
operation for cancer should always be performed for 
any lesion in a woman over twenty-five unless the 
benignity of the lesion is established. The com- 
plete operation should follow immediately upon the 
exploratory incision. This conclusion is based upon 
the fact that the mutilation of the complete opera- 
tion is but slight, the additional danger is little if 
any, while the probabilities of a cure when the malig- 
nant tumor is subjected to complete operation in 
this doubtful stage is eighty per cent or more; on the 
other hand, when the operation is done in two stages 
the chances of a cure are reduced to almost nothing. 

In bone lesions the mutilation of amputation is so 
great and the chances of a cure of any doubtful 
lesion (should it prove malignant) are so slight that 
the most conservative operation should always be 
chosen. This is also true for doubtful lesions in the 
nasopharynx and antrum, on the alveolar border of 
the jaw, and in the body of the lower jaw. 

Bloodgood feels confident that if surgeons will 
carefully investigate these lesions clinically, scruti- 
nize their gross appearances and look at the frozen 
sections, and keep a check on their results up to date, 
they will soon be in a position to meet the require- 
ments of the diagnosis of these border-line pathologic 
lesions, inasmuch as immediate treatment based 
upon this investigation will lead to a removal of the 
lesion, giving the patient the best opportunity of a 
cure with the least mutilation and danger. 


SERA, VACCINES, AND FERMENTS 


Leschke: Contribution to the Serum Diagnosis 
of Tumors (Beitrige zur serologischen Geschwiilst- 
diagnostik). Beitr. z. klin. d. Infektionskrankh. u. 2. 
Immunitdatsforsch., 1913, i, 271. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The contribution consists of a report on extensive 
experiments to demonstrate complement fixation 
constituents in the serum of cancer patients. Wash- 
ings of cancer cell emulsions, lactic acid solutions, 
methylalcohol extracts and antiformin solutions of 
carcinomatous tissue, sarcoma of man and rats, 
pancreas of man and calves, as well as spleen and 
liver were used as antigen. Of sixty-one tumor cases, 
in only six did the sera give negative reactions with 
each antigen. In go.2 per cent the sera were positive 
with the various antigens. Ina series of one hundred 
forty-three patients, sick with other diseases, only 
17.5 per cent gave positive reaction. The best 


results were obtained with the antiformin solutions: 
88.6 per cent positive reactions in tumor patients, 
and only 7.6 per cent in those sick with other 
diseases. Of the latter group, 78.6 per cent gave 
positive Wassermann tests. The reactions are 
dependent upon the lipoids, and it is a question of 
reaction between antilipoid substances and the 
lipoids of the antigen. Further tests with the 
cancer cell reactions of Freund and Kaminer resulted 
in positive reactions in 54.1 per cent of tumor pa- 
tients (series of fourteen cases), 48 per cent of pa- 
tients sick with other diseases (twenty-one cases), 
and in o per cent normal individuals (eight cases). 
The results are not uniformly convincing, but this 
should not exclude the method, since with a refine- 
ment of the technique it may produce results of 
practical value. von GRAFF. 


Weil: Nature of Anaphylaxis and Relations 
between Anaphylaxis and Immunity. J. Ved. 
Research, 1913, Xxvii, 497. 

By Surg., Gynec. & Obst. 

In spite of the striking difference between the 
manifestations of anaphylaxis and of immunity, 
there are many facts which indicate that they are 
closely related phenomena. Thus, a guinea-pig, 
by virtue of a single injection of an alien proteid, 
becomes hypersensitive towards that proteid, but, 
by frequent repetition of the same, becomes immune 
thereto. An immunized guinea-pig, on the other 
hand, possesses a serum which, when injected even 
in minute amounts into a normal guinea-pig, renders 
the latter highly hypersensitive to the specific anti- 
gen in question. The author discusses the two im- 
portant theories in which attempt has been made to 
unify the phenomena of anaphylaxis and of immuni- 
ty, and to explain them upon a single basis. The 
first of these maintains that the anaphylactic re- 
action is intracellular; the second, which has now 
very largely displaced the former in the literature, 
maintains that the reaction is entirely humoral. 
The difference between these two conceptions is, as 
Weil states, fundamental, and the determination 
of the correct view is of first importance for the whole 
subject of immunity. He then considers each of 
these theories briefly, namely the cellular and the 
humoral. 

It therefore seemed important to the author to 
verify experimentally the conception that the 
incubation period necessarily accompanies passive 
sensitization. An experiment was therefore planned 
in such a manner that a series of animals received a 
wide range of combinations of these two factors — 
antigen and antibody being given simultaneously; 
in another series the same combinations were em- 
ployed, but the injections of antibody and of antigen 
were separated by a time interval. In the former 
case anaphylaxis failed to supervene; in the latter. 
it invariably occurred. His study has been ex- 
haustive and covers a very wide range. His experi- 
ments seem to demonstrate that immunized animals 
are also potentially anaphylactic. In the terms of 
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the theory herein supported their body cells contain 
sessile receptors, or anchored antibodies, in sufficient 
number to produce an anaphylactic reaction, but 
are protected by the free antibodies of the serum. 

Summary of experiments: 1. It has been im- 
possible to produce anaphylactic shock in guinea- 
pigs by injecting antigen and antibody simultane- 
ously. For sensitization to occur, an interval of 
time must elapse between these two injections. 

2. No qualitative changes have been shown to 
take place in the introduced immune bodies during 
this interval. 

3. Quantitatively, it has been shown that there 
is a marked diminution in the circulating antibodies 
in the blood during this interval. 

4. It has been shown that, in spite of the dis- 
appearance of the antibodies from the blood, they 
persist in the body, as is shown by the persistence of 
the induced anaphylactic state. 

5. By previously saturating the guinea-pig with 
normal rabbit serum, it has been possible to prevent 
sensitization by means of immune rabbit serum. 

6. Guinea-pigs that had been either actively or 
passively sensitized were protected against ana- 
phylactic shock by introducing into their blood 
large amounts of immune body. 

7. Guinea-pigs that had been immunized, in the 
popular acceptation of that term, by the frequently 
repeated injection of antigen, were shown to be 
potentially anaphylactic. 


CONCLUSIONS 

Anaphylaxis is due to the reaction between specific 
antibodies present in the cells and the introduced 
antigen. 

In passive sensitization, the body tells absorb 
the introduced antibodies from the blood, and the 
animal is thus made anaphylactic. 

The function of immune bodies present in the 
serum is to neutalize the introduced antigen, and 
so to protect the body cells. 

The anaphylactic animal regularly contains in his 
circulation an insufficient quantity of antibodies to 
protect his body cells. 

The immunized animal is potentially anaphylac- 
tic. His body cells possess anchored immune bodies, 
but are protected by those in circulation. 

Exactly the same antibodies are present in ana- 
phylaxis as in immunity. In the former they pre- 
dominate in the cells; in the latter, in the serum. 

GEORGE E. BEILBy. 


Robinson and Auer: Cardiac Disturbances in the 
Dog During Anaphylaxis. TJr. Ass. Am. Physi- 
cians, 1913, May. By Surg., Gynec. & Obst. 


Dogs sensitized by the subcutaneous injection of 
horse serum were examined at intervals (22-62 days) 


with the electrocardiograph. The animals were 
kept under light ether narcosis by intratracheal 
insufflation, the blood pressure read by means of a 
mercury manometer connected with the carotid 
artery and the electrical variation of the heart led 


off from the right front and left hind leg. The 
toxic injection of horse serum was 20 cc. and was 
always injected into a jugular cannula. 

Twelve dogs were used, and of these six gave 
outspoken changes in the electrocardiogram. Four 
of these showed a qualitative identity in the changes 
recorded: the R wave gradually diminished, while 
the S and T waves increased greatly in size; the P-R 
interval was increased in all four cases. In one of 
these a partial heart-block of varying degree devel- 
oped which disappeared twenty-nine minutes after 
the serum injection. 

In the fifth dog partial heart block was obtained 
again, but this time without any such striking 
change in the general form of the complexes as have 
been described. 

The location of the source of these disturbances 
is probably peripheral, in the heart itself, because 
the changes were also obtained after section of the 
vagi in the neck. 

The drop in blood pressure which is so char- 
acteristic of anaphylaxis in the dog (Biedl and 
Kraus) cannot be considered the cause of these 
cardiac disturbances because a number of the 
sensitized dogs examined showed a profound drop in 
blood pressure without any change practically in 
the form of the complexes. Moreover, when the 
blood pressure was suddenly lowered by amyl 
nitrite, sodium nitrite, or by section of the splanchnic 
nerves, the electrocardiograms again showed prac- 
tically no alteration. 

After the heart recovered from these anaphylactic 
changes the reinjection of the same dose of horse 
serum caused no change in the character of heart 
beat (anti-anaphylaxis). 

The results demonstrate clearly that the heart of 
dogs may show profound temporary pathological 
alterations due to serum anaphylaxis. These 
results may possibly aid in explaining certain cardiac 
disturbances in the human subject. 


BLOOD 


Bond: The Mucous Channels and the Blood 
Stream as Alternative Routes of Infection. 
Brit. M. J., 1913, 1, 645. By Surg., Gynec. & Obst. 


The article takes up the question as to whether 
the organisms which bring about infective diseases 
of the liver, kidney, gall-bladder, the urinary blad 
der, mammary, salivary glands, etc., reach their 
respective structures through the blood stream or 
by the mucous channels of these structures com- 
municating with the body surface. Aside from the 
blood and lymph, three ways are open for a disease 
organism to gain entrance to a secreting gland: (1) 
The organism may be motile; (2) it may be passive- 
ly transported by muscular or peristaltic action; (3) 
it may be spread over the surface of the mucous 
membrane by growth, as a diphtheria membrane. 
Bond says he has previously demonstrated that 
particles of indigo can be carried along mucous canals 
and gland ducts in a direction opposite to that 
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taken by the normal secretion. For this, certain 
conditions must be fulfilled: (1) There must be a 
reversed mucous current along the channel; (2) 
there must be some stasis of the normal secretion or 
excretion in the duct; or (3) a fistulous communica- 
tion must exist at the proximal end of the canal by 
which the contents can reach the surface of the 
body without passing down the duct. Indigo gran- 
ules flow from a cecal fistula within 24 or 48 hours 
after introduction into the rectum. 

The question of stasis in the smal! intestine and 
duodenal ulceration is taken up. The author in- 
clines to the view that the organisms causing this 
ulceration reach their site by direct route of the 
intestine. 

Infections of the gall-bladder and biliary channels 
are also considered and here again the author in- 
clines to a direct infection from the intestines rather 
than hematogenous, particularly in the acute infec- 
tions of the gall-bladder. He acknowledges as 
probable that the bacteria may, after their passage 
through the liver and discharge in the bile, act as a 
nidus for gall-stones, but their virulence must be 
greatly reduced. On the other hand, the direct 
entrance from the duodenum of bacteria into the 
bile duct and up the cystic duct to the gall-bladder 
could easily cause acute septic cholecystitis. When 
the liver is acutely infected by the blood channel, 
abscesses may form in the liver, but it is very rare 
that the gall-bladder is affected at the same time. 
Acute infections of the gall-bladder generally occur 
without any evidence of infection in the liver. 

Typhoid carriers are usually females and the 
breeding ground of the bacilli has been shown by 
Lentz and Forster to be the gall-bladder. Bond 
says the clearing up of two bacteriologic points would 
greatly help us in the questions: whether typhoid 
bacilli in an active and virulent state are present in 
the vomitus; whether typhoid bacilli from the urine 
of typhoid patients which have presumably been 
excreted by the renal epithelium after passage 
through the blood stream are as virulent as the 
bacilli which are present in the stools of these people. 
Bond says that too little emphasis has been placed 
on the influence of mucus on the growth of micro- 
organisms and the part played by the mucus in the 
protection of the epithelial cells. Pure bile injected 
into the pancreatic duct produces acute pancreatitis; 
but when this bile is mixed with mucus, pancreatitis 
does not ensue (Opie). Bond says that probably 
different kinds of mucus—that is, mucus secreted 
by different kinds of epithelium—have different 
effects on organisms. From a comparative ana- 
tomical viewpoint he points out the two kinds of 
salivary secretion: the woodpecker has one viscid 
to cause the insects to stick to the bird’s tongue and 
the other an ordinary non-viscid saliva to wash 
those insects down the bird’s throat. 

The author considers the genito-urinary tract 
and mentions the frequency with which organisms 
are carried up from the vagina to the fimbriated 
extremities of the tubes. Indigo particles are also 


carried up in this way in less than forty-eight hours. 
Cases of epididymitis are more easily explained by 
the transference along the vas deferens than by the 
blood stream. Gonococci in the blood would be 
very apt to set up joint conditions, but the latter 
are rare compared to the former. Barnard and 
Lenhartz emphasized the urinary tract as a possible 
route for bacteria to the pelvis of the kidney. C. 
Box points out that coli cystitis is more common 
than B. coli pyelitis in children. Urinary stasis 
provides a good condition for a reversed current in 
the tract and so infection by this route. Bond 
thinks that when bacilli coli reach the pelvis of the 
kidney by the ascending urinary tract it produces 
symptoms and effects which differ from those pro- 
duced by the same organisms when it reaches the 
kidney by the blood stream. He suggests that 
these differences depend on the fact that the 
organism is undergoing adaptation to a mucus and 
urinary environment in the one case and a blood or 
lymphatic stream environment in the other. Again, 
in considering infections of the mammary gland he 
thinks the bacteria are usually introduced by way 
of the nipple and ascend the ducts. 
M.S. HENDERSON. 


Cummins: Leukocytic Inclusions of Déhle. J. 
Med. Research, 1913, xxvii, 529. 
By Surg., Gynec. & Obst. 

Diligent scientific work has been carried out in the 
investigation concerning the etiology of scarlet 
fever. Examinations of the lymph nodes, pharynx, 
skin, and blood have been made and from time to 
time a new etiological factor has been suggested. 
Streptococci may play some part in the production 
of the disease. The most recent suggestion has 
been offered by Déhle, who upon examining the 
blood smears of thirty cases found within the 
cytoplasm of the neutrophilic polynuclears multi- 
form bodies staining somewhat less darkly than the 
nuclei. These were found in a large percentage of 
polynuclears in all except two cases, which were 
examined late in the disease. There has been al- 
ready some confirmatory work by other authors, 
namely, Kretschmer, of Strassburg, who examined 
thirty scarlet fever cases and all showed inclusions. 
In one he found them a day prior to the eruption, 
but the largest numbers were found during the first 
four days of the eruption. 

Nicoll and Williams, using the Manson and 
Giemsa stains, found inclusions in forty-five of 
fifty-one scarlet fever cases, which had been ill 
longer than eight days. Kolmer examined 216 cases 
of scarlet fever and confirmed the work of his prede- 
cessors. He also in diphtheria, sepsis, erysipelas, 
empyema and pneumonia reported positive findings. 
Franken of Halle examined twelve scarlet fever 
cases and found nine positive. In numerous other 
morbid processes and in normal people he failed to 
find inclusions. He considers that they are of diag- 
nostic value. Some authors report that the exami- 
nation of the blood of a series of normal children 
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shows in many of them the presence of the inclusions. 
When a febrile condition intervened the inclusions 
materially increased in numbers. They consider 
that these are not “pathognomic” of disease 
certainly not of scarlet fever. 

The author records his personal observations, 
which were briefly as follows: In 155 examinations 
of 95 febrile and 26 afebrile cases, 17 normal indi- 
viduals and 16 laboratory animals, which were suffer- 
ing from typhoid fever (17 cases), scarlet fever (15 
cases), tuberculosis (14 cases), croupous pneumonia 
(4 cases), mumps (4 cases), local suppuration (4 
cases), and various other diseases, ‘n each case 100 
neutrophiles were examined, except for typhoid 
fever, in which fifty cells were examined. 

The results of his investigation show that the so- 
called inclusion bodies are to be found in practically 
all febrile diseases and that they, in some cases, per- 
sist in decreasing numbers well into convalescence; 
in pyogenic conditions (chronic) of afebrile char- 
acter, in severe injuries without febrile disturbance, 
and in some normal individuals. They are appar- 
ently absent in laboratory animals. A nuclear 
origin seems probable. The alleged specificity to 
scarlet fever has not been corroborated. 

GEORGE E. BEILBY. 
Cabot: The Lymphocytosis of Infection. 
M.Sc... 103, CZIV, 335: 


Am. J. 
By Surg., Gynec. & Obst. 

The majority of infectious diseases are accom- 
panied during their acute stages by a polynuclear 
leukocytosis but occasionally infections show a 
lymphocytosis instead, the most striking instance 
of it being shown in whooping cough, when it is of 
such constant occurrence that some believe it to be 
of diagnostic importance. The group of cases here 
reported are such as would ordinarily be associated 
with a polynuclear leukocytosis and appear to be 
connected, at least in some cases, with streptococcic 
infection and their practical interest to clinicians 
arises from the fact that they are liable to be con- 
fused with lymphatic leukemia. 

Case 1. “Yound infection at autopsy, with 
lymphangitis and adenites; lymphocytosis; con- 
tained fever with recovery. 

The total number of leukocytes was never above 
20,000, mostly of smaller types with no other blood 
changes. Recovery was slow, but complete. 

Case 2. Boils: persistent lymphocytosis; re- 
covery. The disease was of about eight weeks 
duration, the total number of white cells varied 
from 3,400 to 15,000, the differential counts showing 
polynuclears from 14 per cent to 21 per cent while 
the lymphocytes were from 79 per cent to 86 per 
cent. 

Case 3. Occurred during an epidemic of strepto- 
coccic sore throat, the patient, a girl of 20 years, in 
the course of the disease developed a marked 
lymphadenitis of the neck, groins, axilla, and 
submental region; later she developed a cough with 
slightly blood-streaked sputum; lost weight; de- 
veloped a good deal of digestive disturbance with 
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sweats. Physical examination of the chest showed 
an abnormally dull percussion note over both apices. 
especially the right; the glands showed no tendency 
to break down. The leukocytes, upon the first 
examination, were 9,000, polynuclears 28 per cent and 
lymphocytes 71 per cent, eosinophiles 1 per cent; a 
week later she was much better, the blood showing 
R. B. C. 5,600,000, W. B. C. 3.600, of which 36 per 
cent were polynuclears and 62 per cent lymphocytes, 
eosinophiles 2 per cent. 

Case 4 was a man who while in a barber’s chair 
had a severe attack of vertigo of short duration. 
The patient had had a cold a short while before; a 
week later he developed swollen, painful glands in 
the neck and was for the next ten days confined to 
his bed with fever and night sweats. Frequent blood 
examinations showed a leukocytosis of from 12,500 
to 30,500 polynuclears ranging from 50 to 60 per 
cent, large lymphocytes from 4 to 67 per cent, small 
lymphocytes from 8 to 41 per cent, with eosinophiles 
as high as 2 per cent. In this case the differential 
diagnosis lay between streptococcic adenites, tuber- 
cular adenites and lymphatic leukemia. In the 
majority of cases of lymphatic leukemia the leu 
kocytes run over go per cent and show broken-dow1 
forms. 

SUMMARY 

1. Wound sepsis, boils, and widespread strepto 
coccus adenites of tonsillar origin may be accom 
panied by a lymphocytosis so pronounced as to 
suggest lymphatic leukemia. 

2. No reason is known for this substitution of 
lymphocytosis for the usual polynuclear leukocytosis 
of infection. 

3. The distinction between such a lymphocytosis 
(accompanying adenites) and leukemia. depends 
upon the recognition of an infectious origin for the 
adenites, upon the lesser degree of lymphocytosis in 
the infectious type, and upon the course of the disease. 


H. A. Potts 
Byford: Anzmia as an Operative Risk. 77. Am. 
Gynec. Soc., 1913, May. By Surg., Gynec. & Obst 
The author divides anemia into two classes, 


that with compensation and that without com- 
pensation. 

Anemia with compensation includes those cases 
that have acquired the resisting powers of a normal 
individual. The hemoglobin percentage may be 
quite low, below fifty, but the erythrocyte count is 
usually above 4,000,000. 

The characteristics are: (1) the anemia has lasted 
long enough for an adjustment of the functions to 
the anemic state; (2) the patient is able to perform 
the duties of a moderately active life with comfort: 
(3) the muscular development is good; (4) there is 
an absence of marked emaciation; (5) the blood 
pressure is good and the pulse of normal frequency 
during resting periods; (6) the anemia responds 
slowly to treatment since an anemic habit has been 
acquired. 

They take anesthetics well, stand major opera- 
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tions well unless there is great loss of blood, and 
recover promptly from states of great depression. 

Anemia without compensation is found in those 
patients who are unable to endure hard work, 
have poor muscular development, are under-weight 
and usually have a low blood pressure and rapid 
pulse. 

Several varieties are mentioned, those with 
chronic sepsis, those bedridden by functional 
disorders, those subject to continuous depressing 
influences or overwork, those of recent occurrence 
and rapid supervention, those of the early stages 
of convalescence from serious attacks of disease, 
and those connected with serious chronic, or pro- 
gressive, incurable diseases. 

In estimating a patient’s resisting powers, 
attention should be given to the number and char- 
acter of the erythrocytes as well as the hemoglobin 
percentage. In a general way it may be said that 
the compensated cases stand operations better 
than the blood pictures would indicate, while the 
uncompensated cases do not stand them as well as 
it would indicate. 


Cullen: Operations on Patients with a Hemo- 
globin of 40 Per Cent or Less. Tr. Am. Gynec. 
Ass., 1913, May. By Surg., Gynec. & Obst. 


Cullen examined the cases from the Gynecological 
Department of the Johns Hopkins Hospital from 
1889 to 1912 and found about 170 cases in which 
the hemoglobin was 4o per cent or below. 

Of the patients that recovered, uterine myomata 
were responsible for this decreased hemoglobin in 
forty-two cases, and hyperplasia of the endometrium 
in twenty-three cases. By hyperplasia of the endo- 
metrium he means a mucous membrane that has 
an intact surface epithelium occasionally with slight 
polypoid outgrowths, very small glands in places 
and exceedingly large ones in others. In addition, 
the stroma of the mucosa is very dense and con- 
tains in some instances a large number of nuclear 
figures. The veins in the stroma of the mucosa 
are often dilated and frequently contain thrombi. 
He considers this a definite disease in itself. It 
usually occurs in women of the child-bearing period 
but has in a few instances been found in young 
girls. It is temporarily controlled by curettage. 
In many instances in the end it is necessary to 
do supravaginal hysterectomy before relief takes 
place. 

Squamous-celled carcinoma of the cervix was 
responsible for the low hemoglobin in eighteen 
cases, pelvic inflammation in thirteen cases, retained 
placenta in thirteen cases, tubal pregnancy in 
thirteen of the successful cases, adenomyoma of the 
uterus in seven cases, and chorio-epithelioma in 
two cases. 

Among other causes of the low hemoglobin, he 
mentions hemorrhoids, general peritoneal carcinosis, 
adenocarcinoma of the uterus, prolapsed rectum, 
etc. 

In 152 cases where patients recovered there were: 


49 cases between 4o and 36% inclusive 
30 cases between 35 and 21% inclusive 
29 cases between 30 and 26% inclusive 
30 cases between 25 and 20% inclusive 
14 cases below 20% 
152 cases 


Cullen gave the results of operations on a large 
number of cases where the hemoglobin was below 
30%. The operations performed were curettage, 
vaginal removal of submucous myomata, explora- 
tory laparotomy, removal of one or both append- 
ages, and hysterectomy, vaginal or abdominal. He 
then gave in detail the histories of patients with such 
a low hemoglobin that operation could not be under- 
taken, patients dying in the hospital. Finally he 
reported a series of cases with low hemoglobin where 
the patients died after operation. His deductions 
were as follows: 

From the foregoing it is clearly evident that as a 
rule patients with a relatively low hemoglobin stand 
pelvic or abdominal operations fairly well. Where 
carcinoma of the cervix or body of the uterus exists, 
however, the dangers are materially increased. 

In those cases where the bleeding is limited en- 
tirely to the menstrual period it is well to defer 
operation until a few days before the next period, 
thus raising the percentage of hemoglobin to the 
maximum. 

Hyperplasia of the endometrium is a definite 
disease. The bleeding caused by this condition often 
leads to a low hemoglobin index which can be 
temporarily checked by curetting. Sometimes after 
2 or 3 curettings in the course of a year the excessive 
flow ceases. In other cases it is necessary to remove 
the body of the uterus. 

“‘T cannot impress too strongly upon the members 
of this society the necessity of their becoming thor- 
oughly familiar with the technique of transfusion. 
This procedure as simplified by Bernheim can be 
readily employed by any surgeon and should not 
require more than 20 minutes to half an hour. 
Transfusion will certainly in the near future become 
a routine procedure in cases where operations are 
required on patients with a very low hemoglobin. 
It is hardly necessary to draw attention to the 
inadvisability of employing any but the mildest 
cathartics after operation on such patients. I 
recently heard of a patient who, notwithstanding 
a hemoglobin below 20% weathered a severe 
abdominal operation. A day or two afterward she 
was given calomel and salts and promptly died. 
The after-treatment of these cases requires the 
greatest care, coupled with the avoidance of anything 
that will in the least measure diminish the patient’s 
strength.” 


Schenck: Thrombosis and Embolism Following 
Operation and Childbirth. Tr. Am. Gynec. 
Ass., 1913, May. By Surg., Gynec. & Obst. 


The author based this paper on a previous study 
of forty-eight cases, supplemented by nine personal 
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cases, four of which followed confinement and five 
operations. 

Thrombosis of the pelvic veinsis common and often 
unrecognized. It affected the veins of the leg 381 
times among 96,000 obstetrical cases collected from 
literature and 566 times after 49,161 operations, 
giving percentages of 0.04 and 1.15 respectively. 
There were 96 instances after 3204 myoma opera- 
tions or 3.0 per cent. 

The etiology is difficult to prove. An analysis of 
many facts seems to show that injury to the endo- 
thelial lining of the veins and slowing of the blood 
stream are important predisposing causes, but there 
must be some other factor and this Schenck believes 
to be the hemagglutines set free by haemolytic 
bacteria. His argument is as follows: 

Thrombi are formed by the agglutination of plate- 
lets and red blood corpuscles. The most frequent 
cause of agglutination is the action of hemolytic 
bacteria. This action bears no relationship to the 
virulence as regards sepsis. Such bacteria may 
frequently be present causing no other symptoms 
of their presence. Hence we have the picture of 
an “aseptic” thrombosis. 

There are no reliable premonitory symptoms. 
Especial stress is laid upon the meaning of slight 
or severe chest pains during the convalescence. 

Prophylaxis begins before, is kept in mind during, 
and receives particular attention after, operation. 
The author advocates systematic exercises while 
the patient is in bed. 

Sixty-five per cent of the affected patients never 
fully recover. If complete restoration is to follow, 
it will come in the first year. 

The status of the Trendelenburg operation for 
extraction of an embolus from the pulmonary artery 
is reviewed. 


BLOOD AND LYMPH VESSELS 


Vaughan: Two Cases of Aneurism Treated by the 
Mata Method. Jr. Am. Neurol. Ass., 1913, May. 
By Surg., Gynec. & Obst. 
Vaughan agrees with the statement that Mata’s 
method of treating aneurisms works the greatest im- 
provement in the treatment of such conditions since 
the days of John Hunter. He reports two cases: 
Case 1. It became necessary to change a con- 
templated reconstructive aneurismorrhaphy into 
one of the obliterative kind combined with an Anel 
ligation on account of the impossibility of controlling 
the hemorrhage in the sac. The patient was a for- 
mer soldier, white, twenty-nine years old, and 
insane. The aneurism was operated on about one 
month after its discovery. At that time a swelling 
three inches long and one and one half inches in 
width was noticed in the left groin, with brisk and 
expansile pulsation. The vessels were exposed by 
an incision extending along the femoral artery 
upward across Poupart’s ligament, then outward 
along the outer side of the inguinal canal and 
stripping up the peritoneum until the external iliac 


was exposed as high as the bifurcation of the com- 
mon iliac. The aneurism was about two inches 
long, irregularly fusiform in shape and extended 
above and below Poupart’s liagment. The iliac 
femoral vein was closely adherent to the inner side. 
The artery was clasped above and below with rub- 
ber padded forceps. This stopped pulsation but on 
opening the sac, red blood flowed out in a steady 
stream. Attempts were made to control this flow 
by pressure beneath and to the inner and outer sides, 
thinking it might come from a collateral branch, 
but without success. So the walls of the sac were 
sutured together and then turned in by a second row 
of catgut sutures, and the external iliac artery was 
ligated about 114 inches above. No pulsation in 
the arteries of the foot at the end of the operation 
and none was felt until fifteen days later. Good 
recovery. Death three months later from heart 
disease. The autopsy showed the sac filled with 
tough clot, also the external live artery up to the 
origin of the internal iliac. A second aneurism was 
found on the superior mesenteric artery, succulated, 
about 11% inches in diameter, and filled with clot. 

Case 2. Popliteal aneurism of right side. Recon- 
structive operation. The patient was a negro, male, 
40 years old, and had suffered with pain in the 
right knee for about one year. An oval, pulsating 
swelling about the size of a hen’s egg was seen in 
the popliteal space. On opening the vessels by inci- 
sion, an irregular oblong sac was found and at its 
lower end separated by a constriction. A second 
sac was seen about half the size of the first but longer 
and gradually diminishing in size to the normal 
caliber of the artery. The artery was controlled 
by means of rubber bands around it, clamped by 
hemostats, the sacs were incised, the clots turned 
out and the walls sutured with fine catgut, turning 
in successive layers of the sacs until they were 
obliterated and the lumen of the artery restored to 
about its normal diameter. At the close of the opera- 
tion feeble pulsation could be felt in the artery below. 
Next day pulsation could be felt in the arteries of 
the foot. Good recovery—well one year later. 


Regnault and Bourrut-Lacouture: Occupational 
Aneurism of the Superficial Palmer Arch 
(Anéurisme professionel de l’arcade palmaire super- 
ficielle). Rev. de chir., 1913, xlvii, 357. 

By Journal de Chirurgie. 

The rarety of aneurisms of the palm of the hand, 
especially of those caused by repeated contusions, 
is the cause of the author’s reporting a case of 

aneurism of the superficial palmer arch in a man 37 

years old who was an assistant gunner’s mate. 

During the maneuvers in 1910, the patient was 
several times obliged to strike the breech of the 
gun forcibly with the palm of his hand in order to 
open it. He felt a severe pain near the inner border 
of the hand. In three weeks a small tumor devel- 
oped which in nine or ten months grew to the size 
of a hazel nut. This tumor, which is partly reduc- 
ible, is pulsating. 
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Operation: local cocaine anesthesia; dissection of 
the aneurism; double ligation of the arch and 
ligation and section of the first digital artery; 
removal of the aneurism and cure. 

Extirpation, which has been performed success- 
fully seven times, seems to be the only correct sur- 
gical treatment. 

That this was caused by a contusion, as is rarely 
the case, seems indisputable. So this must be con- 


sidered as an etiological factor in such aneurisms 
even though there is the history of a previous 
wound, as is frequently the case. 


J. OKrNczyc. 


Freeman: Arterio-Venous Anastomosis for 
Threatened Gangrene of the Foot. Tr. Am. 
Surg. Ass., 1913, May. By Surg.. Gynec. & Obst. 

Following the report of a case in which an un- 
successful attempt was made to check the progress of 
incipient presenile gangrene of the foot by reversal 
of the circulation, attention was called to the large 
proportion of failures in these operations, due, 
perhaps, more to inherent deficiencies in the opera- 
tion itself than to faulty technique. 

A good and permanent result must depend upon 
the passage of a sufficient quantity of arterial blood 
through the utmost ramifications of the femoral 
vein into the capillaries. A certain amount of 
blood may succeed in doing this (2% to 4%, accord- 
ing to Rothmann), but it is more than probable 
that by far the greater portion promptly returns 
toward the trunk through the numerous anasto- 
motic veins, without reaching the capillaries. 

The temporary improvements which have been 
observed following arterio-venous anastomosis, such 
as the return of color and warmth to the affected 
part, the inhibition of the gangrenous process, and 
the disappearance of pain and numbness, may be due 
merely to the passive hyperemia produced by 
ligation of the femoral vein, as suggested by Oppel 
and by Moskowicz, and not to the reversal of the 
circulation. 

From theoretical considerations and from the 
results so far obtained in arterio-venous anastomosis 
for threatened gangrene of the extremities, the 
following conclusions may perhaps be drawn: 

1. Although the procedure is justifiable in a few 
well-selected cases, it seldom has been followed by 
success, and even then its real value may be ques- 
tioned owing to the fact that spontaneous recoveries 
occasionally occur—with as much frequency, per- 
haps, as do operative successes. 

2. Owing to the uncertainty of the value of the 
operation, one should at least endeavor to do as 
little harm as possible. Hence, from this point of 
view, it is better to do a side-to-side anastomosis, 
or to implant the distal end of the vein into the 
side of the artery, rather than to unite the two 
vessels end-to-end; thus preserving to the limb its 
remaining arterial circulation, however little that 
may be. 

3. According to our present knowledge, opera- 
tions upon the upper extremities should be con- 


sidered with reservation, owing to the comparative 
frequency of spontaneous recoveries. 


Shattock: Occlusion of the Inferior Vena Cava, 
as a Result of Internal Trauma. Proc. Roy. 
Soc. Med., 1913, vi, 126. By Surg., Gynec. & Obst. 

The author describes the case of a doctor who, 
when he was 24 years of age, ran several races, in the 
last of which he held his breath for the entire race of 
120 yards in sixteen seconds. Immediately after the 
race was over, he lay on the grass and within a few 
moments complained of pain in the lumbar-spinal 
region. He was put to bed where he remained for 
six months. Edema of the legs and to a lesser degree 
of the abdomen and scrotum, supervened at once 
and persisted for the period mentioned. While in 
bed the superficial veins began within a few days 
to dilate, and their enlargement slowly progressed. 
During the rest of his life the distended veins were 
supported by the systematic use of carefully ad- 
justed elastic pants, reaching as high as the thorax. 
Albuminuria appeared directly after the event and 
persisted through life. Death occurred twenty- 
five years later. During the last six years of his 
life he was troubled a great deal with attacks of 
phlebitis and thrombosis in the enlarged saphenous 
veins, these attacks being easily brought on. Sep- 
tember 25, 1909, the patient noticed some tenderness 
and discoloration behind the right internal malleo- 
lus; this extended to the dorsum of the foot. On the 
29th, the temperature was 100° F., and he had a 
slight rigor. The next day his throat was sore and 
this gradually grew worse. He died on October 5 
from acute tonsillitis and septicemia. Autopsy 
was performed six hours after death. 

The following is a description of the autopsy 
findings of the vena cava: The preparation con- 
sists of the superior and inferior vene cave wanting 
their cardiac terminations. The right azygos vein, 
the end of which was shown entering the superior 
vena cava, was considerably dilated. Except for 
its highest part, the whole portion of the inferior 
cava preserved was converted into a flat, impervious 
ribbon, which was most contracted and thinnest 
for a distance of 6.5 cm. opposite to and below the 
renal veins. Portion had been cut away from the 
front of the vessel below the veins last named to 
show that its lumen was completely occluded. The 
common iliac veins and the parts of the external 
and internal preserved were likewise flattened and 
obliterated, though somewhat less reduced in size 
owing to the presence of internal adherent coagulum. 
The tributaries and trunk of the left renal vein 
were pervious, although, as tested with the probe, 
the entrance of the latter into the cava was closed; 
the same was true of the trunk of the right renal. 
The right spermatic vein, as far as its entrance to 
the cava, was likewise pervious. From the left 
side of the lower part of the cava there projected 
the occluded end of one of the lumbar veins of the 
same side. The upper divided end of the inferior 
vena cava was pervious, though reduced in size. 
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It was found during the dissection that the hepatic 
veins were unoccluded. The return of blood from 
the kidneys must have taken place through the 
veins of the capsule and thence by way of the lumbar 
through the azygos vessels. 

The author believes that the occlusion in this 
case was due to the holding of the breath throughout 
the race. A localized rupture of the intima or the 
intima and the media took place, which was followed 
by forcible extravasation of blood into the walls of 
the vein while the exertion was still in progress; that 
the lesion, in short, in the initial stage, was the 
counterpart of a dissecting aneurism of the aorta. 
With the removal of the abnormal pressure, further 
extravasation into the vein wall ceased, the blood 
coagulated and the lumen was closed later by organ- 
ization of the blood clot. The paper concludes 
with a full discussion on action of forced expiration 
and inspiration on the throacic contents. 

Epwarp L. CorNeELtL. 


POISONS 


Crowe: A New Method for the Differentiation of 
Certain of the Streptococci. Proc. Roy. Soc. Med., 
1913, Vi, I17. By Surg., Gynec. & Obst 

The author uses Dorset’s medium which is mod- 
ified by carrying the process through in a sterile 
fashion and adding neutral red as an indicator 
(005%). The exact method of preparing the 
medium is given. When colonies are grown on this 
medium attention is paid to the color of the colony, 
its shape and the effect, if any, it produces on the 
surrounding media. The shape of the colony is 
most important. The consistency of the medium, 
unless just right, will cause changes which prevent the 
appearance of characteristic colonies. The author 
describes the various shapes as ‘‘cottage loaf,” 
“broad brimmed hat,” “draughtsman” and ‘‘flat” 
types. The shape of the colonies is quite consistent 
but the color produced varies some with the age of 
the culture. Recently isolated germs give the best 
results. The value of the medium as a means of 
differentiation is diminished by the fact that some 
streptococci do not grow at all. Yet importance 
attaches to this negative property for the non- 
growers are chiefly confined to streptococci isolated 
from sputum. 

The author places the commoner streptococci 
in two groups. A, the lung streptococci; B, the 
remaining streptococci. Group A is further sub- 
divided into those which grow on this medium and 
those which do not. In the former class he places 
the pneumococcus, S. mucosus, S. epidemicus and 
the S. mucosus II.; in the latter class are found 
various other streptococci, among them being the 
S. mitis, S. mitior, S. longus and S. brevis. In 
group B, the division is made on the color produced 
primarily, and secondarily by the difference in shape. 
Those producing a yellow color are the S. equinus 
and several others which are not well known. Those 
producing the crimson color are the S. salvaricus, 


S. feecalis and the S. pyogenes. The characteristic 
growths of each of these organisms are fully de- 
scribed and well illustrated by means of a color 
plate. 

The author believes that the Andrewes-Gordon 
classification provides a good working basis, inas- 
much as the streptococci thus divided present 
characteristic colonies, but by the use of the neutral 
red medium further definite subdivisions can be 
introduced. For instance, the salvaricus group 
should be divided into three further subdivisions, 
the pneumococcus into perhaps three as well. By 
his classification he has been able te distinguish the 
chief varieties which cause arthritis in the human 
being. Epwarp L. CorNELL. 


SURGICAL THERAPEUTICS 


Kimmel: Results of Operative and Non-Opera- 
tive Treatment of Abdominal Tuberculosis 
(Endresultate der operativen und _nichtoperativen 
Behandlung der Bauchfelltuberkulose). Zentralbl. f. 
Chir., 1913, x], 463. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Kiimmel reports one hundred and twenty-eight 
cases of abdominal tuberculosis observed since 1895. 
Eighty-five were operated upon, fifty-six because of 
general tubercular peritonitis, with seven deaths 
soon after operation, (three complicated by ileus). 
Nineteen died afterwards of progressive tuberculosis. 
Thirty cases were permanently cured after 5-14 
years, eight cases having been done within the past 
seven years. Nine operations were for tuberculosis 
of the cecum. Three of the patients died of pro- 
gressive tuberculosis, six are well after 2-9 years. 
Five operations for tubercular appendix gave two 
recoveries and three late deaths. Nine operations 
were performed for tuberculosis of the adnexa, with 
one death and eight recoveries. Of three patients 
operated upon for tuberculosis of the mesenteric 
glands, two recovered and one died. 

Thus, after operations for removal of abdominal 
organs affected with tuberculosis, the author got 53 
per cent of permanent recoveries, which is of course, 
a much more favorable result than that shown in 
general tubercular peritonitis. For the past three 
years he has treated the latter condition with 
R6ntgen rays, sometimes alone and sometimes in 
conjunction with operation. Of eighteen patients 
so treated, four, who were in an extremely advanced 
stage of the disease, died. All the others were 
favorably influenced. The rays were applied in the 
same way as for the treatment of myomata, different 
fields being exposed on alternate days to two-thirds 
of the dose necessary to produce erythema. A 
thick aluminium filter was used. It remains to be 
seen whether Falk’s plan of exposing the open 
abdomen to intense X-ray action during the opera- 
tion should be followed. As a general rule, Kiimmel 
recommends operation followed by X-ray treatment 
in exudative tuberculosis and X-ray treatment 
alone in dry tubercular peritonitis. ADLER, 
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Touche: Colloidal Celium in the Treatment of 
Cancer (Du selenium colloidal électrique dans le 
traitement du cancer). Bull. et. mem. Soc. med. de. 
Hép. de. Par., 1913, Xxix, 451. 

By Journal de Chirurgie. 
The author has performed some clinical exper- 
iments with electrocelium. He gave injections of 

5 ccm. at regular intervals about one week apart. 

Sometimes there was a slight local and general 

reaction such as is spoken of by all authors but there 

were no harmful symptoms to counterbalance the 
numerous advantages coming from it. Touche tried 
this therapy on three cancers of the face, two of the 
tongue, one of the tonsil, one of the thorax, two of 
the breast, eight cancers of the stomach, one of the 
intestine, three of the rectum, two of the peritoneum, 
and four cancers of the uterus. These twenty-seven 
cases are reported in detail in his communication. 
He has observed that electrocelium causes epider- 
mization in epitheliomas of the face; that it clears up 
ulcerating cancers of the tongue and facilitates 
deglutition; that it lessens pain in osteosarcomata; 
that in cancer of the breast it facilitates intervention 
and limits the spread; that it modifies dyspeptic 
troubles and decreases intestinal obstruction in 
cancers of the intestine and peritoneum; that it is 
a great help in cancers of the rectum by drying up 
the discharges and avoiding involvement of the 
anus; in cancer of the uterus it is useful in that it 
causes the patient to think that she is getting better. 
In concluding, Touche said, ‘“‘We believe that 
celium will remain as a good palliative treatment 
for cancer.” J. Dumont. 


Loeb and Fleisher: Intravenous Injections of 
Various Substances in Animal Cancer. Tr. 
Am. Ass. Path. & Bacteriol., 1913, May. 

By Surg., Gynec. & Obst. 
Colloidal copper and colloidal platinum acted in 

a similar manner: both inhibited the growth of tu- 

mors during the time of injection. Colloidal sul- 

phur, if active at all, is certainly not more active 
than either colloidal copper or platinum. On the 
other hand, easily ionized salts of copper and of 
lanthanum are without effect on cancer. Combina- 
tions of copper with proteid substances are active. 

The authors also tested one organic substance 
which, according to Morgenroth, is very active in 
preventing pneumococcus infection, namely, 
ethylhydrocuprein. They found it without effect 
on cancer. Of the more complex organic sub- 
stances they tested the following: various prepara- 
tions of casein and of nucleoprotein; furthermore, 
serum globulin, horse-serum, egg-albumin, Witte’s 
peptone, protamin, gelatin, lecithin and starch. Of 
these various substances only the first two named, 
casein and nucleoprotein, were effective, while all 
other substances were entirely inactive. One 
single intravenous injection of either of these two 
substances destroyed, in a large number of cases, 

a great part of a tumor; while repeated intravenous 

injections prevented the growth of the tumor during 


the period of injection. After cessation of the injec- 
tions, the growth started again in the majority of 
cases, either immediately or after a period of 
latency. 

The fact that another entirely different substance, 
namely, leech extract, also exerted a marked action 
on tumor growth similar to nucleoprotein and casein, 
but acting apparently somewhat more strongly 
than these latter two substances, seemed to them of 
great interest. They observed in a number of cases, 
after intravenous injection of leech extract, even a 
retrogression of the tumors, while one single injec- 
tion caused a liquefaction and necrosis of a great 
part of the tumor. Also combinations of nucleo- 
protein and leech extract were effective. 

It seems, therefore, that of the various proteins, 
carbohydrates, and lipoids which they have tested 
so far, only the complex phosphorus-containing 
proteins are active. Of other substances they found 
leech extract active and among inorganic sub- 
stances only colloidal metals. 

Very young tumors, from two to six days old, do 
not seem to be as easily influenced as are those 
from nine to fourteen days old. Only intravenous 
injection was effective. 

Loeb and Fleisher investigated the action of some 
of these substances on experimentally produced 
placentomas in the guinea pig and rabbit. They 
found usually, after one injection of casein, some 
hemorrhages and subsequent necrosis; colloidal 
copper seemed so far to be without any marked effect 
on placentomas. With Leighton they examined the 
effect of casein and of colloidal copper on wound- 
healing in white mice. The intravenous injection 
of these substances had no marked effect on the 
process of wound-healing. 

In order to further study the action of the sub- 
stances they injected a series of normal guinea pigs 
intravenously with the various solutions which they 
had tested in the case of tumors, and found that one 
single injection of nucleoprotein, and possibly casein, 
protamin and egg-albumin, caused frequently mul- 
tiple necroses of the liver. The necrotic areas were 
usually situated midway between the portal and 
central part of the acinus. Other substances, like 
gelatin and starch, have not so far caused necroses 
of the liver in their experience. They have not 
been able to observe these necroses in the liver of 
the mouse, even after repeated injections of those 
substances. 

The authors think it most probable that the 
various substances which were found active in can- 
cer of the mouse change the capillaries primarily, 
increasing their permeability to the various con- 
stituents of the blood. 

They reported previously that the intravenous 
injections of colloidal copper exerted a definite 
action on a number of human cancers provided they 
had not been growing too rapidly. These injections 
of colloidal copper, as was also stated before, can, 
even in the most favorable cases, at present only 
lead to a partial retrogression of carcinoma in man. 
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It is noteworthy that while some cases are affected 
favorably, other apparently similar cases are not, 
or are very little, influenced by these injections. In 
further experiments carried out in conjunction with 
Lyon, McClurg and Sweek, the authors found 
that also intravenous injections of solutions of 
casein may exert a certain inhibiting action on the 
growth of some carcinomas in man; it is, however, 
less effective than colloidal copper. In one case of 
sarcoma of the humerus which they treated, injec- 
tions of colloidal copper followed by injections of 
casein produced a decided retrogression and partial 
calcification of the tumor. 

Although so far the authors have not noticed 
that the casein has any injurious effect in patients, 
their observations regarding the possible production 
of necrosis of the liver in the guinea pig after intra- 
venous injection of various proteins seem to them 
to make the use of such proteins in the case of human 
beings inadvisable at present. 

Kausch: On Collargol (Uber Collargol). Deutscher 
chir. Kong., 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In general septic conditions with remittent fever, 
Kausch found collargol of Credé to be of distinct 
value. The author shows a large number of such 
temperature curves, in which the onset was marked 
by high fever which later rapidly returned to normal. 
The regularity of such phenomena speaks against 
the coincidence of spontaneous fall in temperature 
and the injection of collargol. More corroborative 
still are those cases which required repeated injec- 
tions, because the effect at first was only temporary 
(five such temperature curves are shown). Little 
or no result was obtained by Kausch in cases of 
sepsis with continued high fever (two such curves 
demonstrated). Only in cases with small pus foci 
does collargol seem of service — not in the presence 
of large pus accumulations. Cases are particularly 
suitable in which the temperature remains high 
after the opening up of pus focus. (Three such 
curves shown: Abscess of the neck from diphtheria 
bacilli, septic conditions of the ear, and empyema.) 
Kausch as yet has not used collargol as a prophylac- 
tic measure, but intends so doing. 

He uses the Credé preparation. Intravenous 
injection is the only rational method; per rectum, 
collargol may be given only when it is impossible or 
not permitted to inject into the vein. Up to 20 cc. 
may be given directly into the vein without surgical- 
ly exposing it. Average dose 10 cc. of 2 per cent 
solution; in severe cases it may be given daily or 20- 


30 cc. every other day. The injection must be 
made very slowly and is then wholly without danger. 

Kausch has treated also eleven cases of inoperable 
cancer with large doses of collargol, up to 100 cc.; 
some of these cases have received also X-ray treat- 
ment. No case was cured, however. The patients 
did not permit energetic carrying out of the treat- 
ment. One case of carcinoma of the liver, metasta- 
tic from cancer of the stomach, showed transitory 
improvement. One case died three days after in- 
jection of 80 cc. and the kidneys were found to be 
plugged with silver at autopsy. Kausch proposes 
further to carry on work with collargol and other 
heavy metals in treatment of carcinoma. 


ELECTROLOGY 


Freund and Kaminer: The Chemical Action of 
the Réntgen Rays and of Radium on Car- 
cinoma (Uber chemische Wirkungen von Réntgen 
und Radiumbestrahlung in bezug auf Carcinom). 
Wien. klin. Wehnschr., 1913, Xxvi, 201. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors applied toxic doses of X-ray and of 
radium to portions of skin in order to determine the 
effect the rays would have on the ether-soluble fatty 
acid found in normal tissues and serum. This fatty 
acid ‘has a prophylactic action on carcinomatous 
tissue. The results of the experiments follow: toxic 
doses of X-ray caused the fatty acid normally pres- 
ent to disappear, whereas radium liberated an ether- 
soluble fatty acid from the pathologic nucleoglobulin 
of the carcinoma when the latter was exposed. Can- 
cer cells lose their power of making use of carbo- 
hydrates when the tissue is exposed to radium emana- 
tion. 

Exposing of skin to the X-rays caused the ether- 
soluble fatty acid to disappear, but exposing the 
same piece of skin to radium again liberated the 
fatty acid normally present. The authors believe 
that the X-rays couple the acid to some substance 
insoluble in ether whereas radium restores the 
solubility of the acid by breaking the chemical bonds 
that unite it with the insoluble substance. These 
facts may have practical application in cases of 
X-ray burns, etc., where a radium treatment may 
restore the ether-soluble fatty acid that has the 
power of destroying carcinoma cells. Over-exposure 
with the X-ray lowers the local resistance and makes 
carcinoma possible. Radium has this therapeutic 
value, that it robs the injurious substance in car- 
cinomatous tissue of its pathological properties. 

LOHFELDT. 
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Gellhorn: The Extended Vaginal Operation for 
Cancer of the Cervix Uteri. Surg., Gynec. & 
Obst., 1913, Xvi, 284. By Surg., Gynec. & Obst. 

In cancer of the cervix uteri only ‘‘extended”’ 
operations give promise of an improvement in final 
results. A general outline of the technique of the 
extended vaginal method, as first devised by 
Schuchardt and later perfected by Schauta, is given. 
While in America the radical abdominal method is 
slowly gaining ground, the radical vaginal operation 
is practically unknown. Yet even the most enthusi- 
astic advocates of the abdominal route admit that 
the high primary mortality of the abdominal opera 
tion contraindicates its use in fat women, in those 
beyond the age of 60, and in persons greatly reduced 
in strength by cachexia, sepsis, or heart disease. In 
such cases the extended vaginal operation is pref- 
erable, with its primary mortality of about 5 per 
cent as compared with the mortality of the abdomi- 
nal method, which is still in the neighborhood of 15 
per cent. The relative percentage of cures, i. e. the 
proportion between the number of operated cases 
and those who remained free from recurrence for 
five years, is substantially the same with both 
methods; it remains somewhere near 4o per cent. 

The systematic removal of the pelvic lymph 
glands, which at first was considered of fundamental 
value as to the final outcome, no longer forms an 
integral part of the abdominal operation. Any 
previous antagonism between the two methods on 
this point is thereby eliminated. The operability 
by the abdominal route is on an average from 10 to 
15 per cent higher, which is due in part to complica- 
tions such as pregnancy, fibroid, hernia, and ovarian 
and tubal tumors, which in themselves would call for 
abdominal intervention. ‘This increased operability 
explains the difference in the absolute percentage of 
cures which, with the abdominal method, ranges be- 
tween 16 and 27.5 per cent; while with the vaginal 
method from 16.4 to 19.3 per cent of all cases ad- 
mitted were found cured after five years. 

As to the choice of methods, the author concludes 
that in fat persons, in old women, and in those suf- 
fering from cachexia, sepsis, or heart disease the 
vaginal method is preferable. In very early stages 
of cancer both methods should be considered on 
equal terms. In moderately advanced cases the 
abdominal operation is the method of choice. In 
far advanced cases no radical operation should be 
attempted, for the high mortality and morbidity and 
the large number of recurrences are out of all propor- 
tion to the chances for a cure. ‘These cases do far 
better under palliative treatment. The chief 


principle of such palliative treatment must be to 
eliminate sepsis from the ulcerating cancer. The 
cancer jtself grows more slowly and causes com- 
paratively slight symptoms if the mixed infection 
with streptococci and staphylococci is removed. 
After all, the solution of the cancer problem will not 
be found by operative means but along biochemical 
lines. 


Cullen: The Radical Operation for Cancer of 
the Uterus. Surg., Gynec. & Obst, 1913, xvii, 265. 
By Surg., Gynec. & Obst. 

Cullen sent out letters to surgeons of the South 
to learn what their experience had been with the 
radical operation for cancer of the cervix. Very few 
had had much experience with the operation and 
even those who had, rarely kept records of the sub- 
sequent history. 

The author expressed himself strongly in favor 
of the radical operation and urged the surgeon to 
“take stock” of his post-operative cases at regular 
intervals so that the final results of the radical 
operation in America might be available. 

He then gave his own results in 49 cases: 

Immediate deaths II cases 

Not located 3 cases 

Patients living 14 cases 

Remote deaths 21 cases at 

periods varying from a few months to nearly 6 
years. 

Twenty-six of this number were operated on over 
five years ago with the following results: 

Immediate death 

Not located 

7 or 26.90% 
Of the patients now living, 

1is well 61% years after operation. 

1iswell 8 years after operation. 

riswell 8 yearsand 4 months after operation. 

tiswell 8 yearsand 6 months after operation. 

tiswell g yearsand 8 months after operation. 
ris well g yearsand 10 months after operation. 
tis well13 years after operation. 

In conclusion Cullen drew attention to the fact 
that campaigns having for their aim the education 
of the family physician as to the early diagnosis of 
cancer of the cervix and body had yielded little 
simply because the patients did not come to the 
physician early. He strongly emphasized the fact 
that it was absolutely necessary to tell the women 
of the country that cancer in the early stages was 
strictly a local process and not a blood disease and 
that when taken early could often be totally re- 
moved. He said that this information could only 
be successfully disseminated by the press and 
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advocated publishing simple and direct articles in 
the daily press and the weekly or monthly maga- 
zines. 


Clark: The Radical Abdominal Operation for 
Cancer of the Uterus. Surg., Gynec. & Obst., 
1913, XVi, 255. By Surg., Gynec. & Obst. 


Clark reports 36 cases of cancer of the cervix which 
have been subjected to the radical operation in the 
University Hospital. This group of cases has been 
particularly selected because of the more extensive 
case histories and the possibility of tracing the final 
results. Briefly summarized, the results are as 
follows: 

Total number of cases. . seg SA ee cr 36 
Operative deaths (peritonitis) . . 

Died from recurrence in 3 months 

Died from recurrence in 6 months 

Died from recurrence in 10 months 

Died from recurrence in 12 months......... 
Died from recurrence in 15 months......... 
Died from recurrence in 18 months....... 
Died from recurrence in 2 years... 

Unable to trace. a - 

Alive and no sign of recurrence — 

One year 

One and one half years. 

Three years 

Four years 

Four and one half years 

Six years 

Total.. Pe Ai 
POST-OPERATIVE SEQUEL 

Suppuration of abdominal incision 

Cystitis. . : 

Peritonitis (recovery ) 

Ureteral fistule 

Vesical fistula. . . 

Phiebitis........ 

Laceration of rectum (fistula) 

Pleurisy eer es 

Rectovaginal fistula. . I 

These accidents largely occurred in the advanced 
cases in which the bladder or rectum were so closely 
involved as to render them almost unavoidable. 
Unfortunately, one frequently cannot determine 
before the operation has advanced beyond a point 
where it is impossible to abandon it, the degree of 
cancerous extension; consequently all operations for 
cancer of the cervix must unavoidably be attended 
with greater risks than in any other gynecological 
disease requiring hysterectomy. 

However, in every series of cases thus far reported 
in which the radical operation has been employed, 
the surgical mishaps and post-operative sequele of 
greater or lesser extent ave been relatively much 
larger than in the reports of simple hysterectomy 
cases. 

As the matter now stands, the combined statistics 
favor the further trial and perfection of the radical 
operation among those who are well prepared to 
carry it out in a most successful manner. There 
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can be no middle-of-the-road policy. Either the 
operation must be extremely radical, with the pro- 
portionately higher primary mortality and many 
distressing sequela, and with a larger number of 
ultimate cures among the survivors, or on the other 
hand it must be a most simple technique, with a 
minimum primary mortality, few sequela, and a 
much smaller curative basis. Because of the diffi- 
culty of carrying out the technique of the radical 
operation, Clark does not believe that it may ever 
become generally available for the larger number of 
surgeons. Hence he hopes that some means of 
simplifying the technique and rendering it less 
dangerous may be devised. From a review of the 
literature and from his personal experience he offers 
the following summary concerning the radical 
operation: 

1. The operation, in expert hands, notwith- 
standing its high primary mortality, has given the 
greatest percentage of permanent cures of any thera- 
peutic procedure thus far suggested for cancer of the 
cervix. 

2. While the above conclusion is true, the general 
adoption of the operation, in view of its dangers and 
difficulties, is not to be advised until the primary 
mortality can be reduced to a much lower percentage 
by a simplification or perfection of details. 

3. The abandonment of the extensive glandular 
dissection is justified, because this detail adds to the 
hazards and does not sufficiently raise the percentage 
of permanent cures. 

4. The cardinal advantage of the operation lies, 
first and above all, in the excision of an extensive 
cuff of vagina and the widest possible removal of the 
parametrial tissue. 

5. There is no middle-of-the-road policy in cancer 
of the cervix. The surgeon would better perform a 
simple vaginal hysterectomy or a high amputation of 
the cervix with extensive cauterization than to 
attempt the radical operation if he is not prepared 
to effectively execute its details. 

6. The earnest endeavor by many specialists, 
with the improved ultimate cures in a few hands, 
offers the hope that a further simplification and per- 
fection of details in this operation may yet make it 
more generally available. 


Wiebel: The Extended Abdominal ap orange Opera- 
tion for Cancer of the U terus. Surg., Gynec. & 
Obst., 1913, XVi, 251. By Surg., rh & Obst. 

The radical operation of Wertheim, 

Wiebel, is characterized by the 

points: It offers the widest excision of the para- 

metrium and the removal of the pelvic glands. In 

order to remove as much parametrium a 

is necessary to expose the ureters and 

far away as a preventive measure. 
The technique of the operation is as 

Scraping and cauterizing of the cancer immediately 

before operation, without anwsthesia, to save the 

patient’s heart; Trendelenburg position; incision in 
the median line; wide separation of the bladder 


according to 


following two 


s possible 1t 


to push them 


4-)] . 
LOLLOWS: 
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from the uterus and vagina; tying of the inferior 
pelvic and round ligaments; dividing the two layers 
of the broad ligament. The ureter is exposed up to 
the entrance into the parametrium without isolating 
it. Here the ureter is crossed and covered by the 
uterine vessels. The index finger is pushed through 
the parametrium between the ureter and vessels, 
thereby isolating the latter. By this means the ure- 
ter is protected during the ligation of the artery and 
vein. The whole pelicv portion of the ureter thus 
becomes so accessible that it is easy to complete its 
separation. Separation of the rectum from the 
vagina is the next step. 

Wide excision of the parametrium follows, after 
putting on bent clamps for the prevention of hemor- 
rhage. Two strong clamps are then applied to the 
already isolated vagina, so that the cancerous tissue 
is completely enclosed, thereby preventing its dis- 
semination after the opening of the vagina. 

The next step is the removal of the lymph glands. 
They lie along the common iliac, the external, and 
the hypogastric iliac, and in the trigonum between 
both, also downward to the obturator foramen and 
high up as far as the division of the aorta. 

The pelvic wound is always drained by iodoform 
gauze and the peritoneum is closed carefully. But 
if there is not enough peritoneal material, or if this is 
infected, one should refrain from the complete closure 
of the peritoneum. 

The freeing of the ureter in this operation is a very 
important part. Sometimes it is necessary to literal- 
ly dig the ureter out of the cancerous tissue. Micro- 
scopic examination shows that cancer involves the 
ureter very seldom and very late, and therefore it 
seems justifiable to free it, even when buried in can- 
cerous tissue, instead of resecting and later implant- 
ing it in the bladder. In a small percentage of 
cases, about 1.5, it seems advisable to resect the 
ureter. Uretero-vaginal fistulae form in a certain 
percentage of the cases, due to necrosis of the ure- 
teral wall, but the majority of these close spontane- 
ously. 

The bladder is frequently involved and attached 
to the uterus, and resection is sometimes necessary. 
The rectum is rarely involved, and its resection is 
very seldom required. 

The after results of the operation show that, of the 
380 cases which passed the necessary five years 
following operation before being allowed to figure 
in the results, 8 died of intercurrent diseases, and 160 
remained well and free from recurrence. Thus the 
percentage of cure in cases operated upon is 43. 
If the primary deaths are left out, as they should not 
figure with respect to after results, the percentage 
of patients cured is 53. J. H. Sxres. 


Sampson: Results of the Radical Abdominal 
Operation for Cancer of the Uterine Cervix; 
Report of 25 Cases. Surg., Gynec. & Obst., 1913, 
Xvi, 304. By Surg., Gynec. & Obst. 


Since the spring of 1905 the writer has operated 
upon 25 patients by the radical abdominal opera- 


tion for cancer of the cervix. Some of the pelvic 
lymph nodes were removed at 12 of the operations, 
and these were examined microscopically in all but 
one instance. Metastases were found in one or 
more nodes in 7 of the 12 cases. 

Five patients died as the result of the operation; 
4 of these were advanced cases. In the author’s 
experience, the operation in the favorable cases is 
attended with a very low primary mortality, the 
high primary mortality occurring in the border-line 
and advanced cases. 

As to the end results (five-year limit), 8 of the 25 
patients were operated upon over five years ago. 
Two of these died as the result of the operation; 2 
died later from recurrence; and 4 are clinically free 
from cancer at the present time, i. e. 4 out of 8 cases 
operated upon, and of 6 surviving the operation. 

The patients dying from recurrence were both 
young women, averaging 31 years, who had never 
had children. The type of growth was inverting, 
arising from the portio vaginalis, the cases appearing 
favorable before the operation. Both died from 
extension of metastasis in accessible iliac lymph 
nodes. A small recurrence in the field of operation 
was present in one. 

The four apparently free from cancer five years 
or more after the operation (two nearly seven years), 
had an average age of 45+ years; three had borne 
children, the other had not. The type of growth 
in three was inverting, arising within the cervix; in 
one, inverting, arising from the portio vaginalis. 
Three of the four appeared unfavorable before the 
operation. In only one were the accessible pelvic 
lymph nodes removed, and cancer was found in one 
of these. 


Neel: Results after the Wertheim Operation for 
Carcinoma of the Uterus. Surg., Gynec. & Obst., 
1913, XVi, 293. By Surg., Gynec. & Obst. 

Since 1900 the extensive abdominal operation has 
been employed in practically all cases of carcinoma 
of the cervix. The percentage of operability for 
the last five years has been 54. During the last 
12 years the radical abdominal operation has been 
performed in 136 cases; in 70 cases a period of five 
years or more has elapsed. Excluding the number 
lost track of (9 cases), the percentage of permanent 
cures is 23.3. The primary mortality for the last 
five years has been 11.7 per cent. Excluding the 
number of primary deaths, the number dying from 
other causes, and the number lost track of, the per- 
centage of permanent cures is 35. 

The author reaches the following conclusions: 

1. The extensive abdominal operation for the 
removal of all uterine cervical carcinoma is justified 
where there is any hope of complete removal. 

2. An exploratory laparotomy is often necessary 
to determine whether or not a case is operable. 

3. The preliminary catheterization of the ureters 
is a valuable aid, especially in fat patients, and does 
not necessarily increase the probability of fistulae or 
secondary infection of the urinary tract. 
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4. Preliminary cauterization and disinfection of 
the primary growth is advisable in all cases. 

5. A horizontal lipectomy in obese patients de- 
creases the depth of the field of operation and 
shortens the time necessary for its completion. 

6. The present operative facilities and technique 
do not justify an extensive resection of the lymphatic 
glands, on account of the great increase in the pri- 
mary mortality following such a procedure. 

7. All patients should be kept in the Fowler 
position for several days unless this is otherwise 
contraindicated by symptoms of surgical shock. 

8. By improvements in the technique of the 
operation, the primary mortality has been decreased 
from 28.2 per cent for the first seven years to 11.7 
per cent for the last five years. 

9. Aside from the discovery of the etiological 
factor of carcinoma of the cervix of the uterus and 
its successful elimination, the greatest hope lies in 
the early recognition of the primary growth. 


Pollosson and Violet: The Study of Six Cases of 
Malignant Chorio-Epithelioma (Etude sur six 
cas de chorio-épithéliomes malins). Lyon chir., 1913, 
ix, 233. By Journal de Chirurgie. 

In connection with six personal cases, the detailed 
observation of which can be found in their original 
article, the authors recall the principal points in the 
history of these tumors. Their origin to-day is no 
longer discussed. They are characterized by pro- 
liferation of the epithelium of the chorionic villi,— 
Langhans and syncytial cells. The term ‘“‘deciduo- 
ma”’ therefore should be abandoned and should be 
replaced by “chorio-epithelioma.”’ 

These chorio-epitheliomata always follow preg- 
nancy; either normal (22 per cent according to 
Briquet’s statistics of 217 cases), or abortion (33 
per cent), or frequently a hydatiform mole (41 per 
cent), or even, though rarely, a tubal pregnancy 
(2 per cent). The personal cases of Pollosson and 
Violet confirm the frequency of the presence of a 
mole at the site of origin of chorio-epithelioma (four 
out of six cases). The development of the malignant 
tumor is not, however, necessarily the outcome of 
molar pregnancy nor is it even a very frequent ter- 
mination, since Senarchus only found three chorio- 
epitheliomata in forty-nine molar pregnancies. 

The tumor lodges on a level with the zone of 
implantation of the placenta. It is sometimes 
pedunculated (polypoid form), and sometimes 
intramural (interstitial form). Both types have 
been observed by Pollosson and Violet. The 
number and size of these tumors is variable. The 
constant presence of hemorrhagic foci gives them a 
very distinctive truffled appearance. They are soft 
and very friable. 

Propagation is affected solely by the hematogen- 
ous route; the neoplasmic buds have a tendency to 
rapidly invade the veins. The lymphatics are 
practically never involved. On the other hand, 
metastases are frequent and of rapid growth, espe- 
cially in the lung and secondarily in other viscera 


(the liver, kidneys, spleen, brain, etc). Special 
mention must be made of vaginal metastases (from 
retrograde venous emboli), which are not at all rare, 
and of which the authors report an example. 

The most constant and characteristic symptom is 
hemorrhage, which is differentiated from the 
ordinary metrorrhagia following abortion or labor 
by its abundance and long duration. It leads fre- 
quently to a state of profound anemia, and true 
cachexia. It can also be accompanied by infection 
with fever, chills and bloody discharge. Thefuterus 
is large and irregular in outline, like a fibromatous 
uterus. Yet this enlargement is not always great, 
and certain cases are recognized only by} intra- 
uterine exploration (touch, curettage, and micro- 
scopical examination of curettings). 

The prognosis is very grave, in spite of the fact 
that certain cases have been known to recover 
spontaneously. The only treatment is hysterect- 
omy. Pollosson and Violet have used the abdominal 
route in all their cases and in one of them they 
dissected out the ureters from secondary foci sur- 
rounding them at the base of the involved broad 
ligament. The operative mortality is low. 

The ultimate results are encouraging according 
to the observations of the authors, who have four 
patients in good health after five, four and three 
years; one patient of Nove-Josserand remains free 
from recurrence twenty years after operation. 

Cu. LENORMANT. 


Miller: The Relation between Sarcoma of the 
Uterus and Its Bearings on X-Ray Therapy 
of Uterine Myomata. Surg., Gynec. & Obst., 1913, 


XVi, 315. By Surg., Gynec. & Obst. 


In this paper the author takes up the four follow- 
ing questions:— 

1. What percentage of myomata are found to be 
sarcomatous? 

2, What is the primary operative mortality of 
the radical myoma operation? 

3. What is the primary operative mortality in 


sarcoma cases? What is the percentage cured? 

4. What per cent of sarcomata can be diagnosed? 
That is, if they all come to us in consultation, what 
per cent should we not treat with X-rays? 

Thus the argument here introduced is in reply to 
opponents of the X-ray therapy who, Miller thinks, 
have painted very black pictures of the heavy re- 
sponsibility that the X-ray therapeutists take upon 
themselves. 

Figures have been taken from the literature pre- 
senting reports of continuous series of cases among 
which the search for sarcoma was made, from which 
statistics the first question is answered with 2 per 
cent. 

A second table is a compilation representing 
radical operations such as are usually done in 
myoma cases, showing the primary mortality of the 
radical myoma operation to be between 4 and 5 per 
cent. 

A third table, based upon the study of 180 cases 
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from the literature, is offered in reply to the third 
question. Where this same radical operation is 
performed, a certain cure of more than 25 per cent 
at the worst cannot be assured. 

Miller sees little or no progress being made in 
diagnosis, sarcomatous degeneration being almost 
impossible in the early stages, and microscopical 
examination being reserved until the case becomes 
suspicious. Of the 180 cases from the literature, he 
has selected those which satisfy the conditions of 
(1) a radical operation and (2) a microscopic cor- 
roboration of the diagnosis or a history of subse- 
quent recurrence or metastasis. Nine of these cases 
were thrown out because of poor histories and find- 
ings. These cases were then presented to Krénig, 
who answered the question whether or not he 
would subject each case to X-ray treatment, 
using the indications which obtain in the Freiburg 
clinic as given in the monograph of Gauss and 
Lembcke. 

The results of the consideration of these 180 cases 
are as follows: 

1. Of 180 cases, 55, or 30.5 per cent, would re- 
ceive X-rays; 116, or 64.4 per cent, would not re- 
ceive X-rays; 9, or 5 per cent, unknown. 

(a) Of these 55 cases which would have received 
X-ray treatment, 7, or 12.7 per cent, under the 
operative treatment, were reported more than 12 
months later as free from recurrence; 24, or 43.6 per 
cent, died following operation or from recurrence; 
24, Or 43.6 per cent, were not followed over one 
year. 

(b) Of the 116 cases which would not have re- 
ceived X-ray treatment, 14, or 12 per cent, were 
reported over 12 months later as cured; 52, or 44.8 
per cent, died following operation or recurrence; 
50, Or 43.2 per cent, unknown. 

(c) Of the 9 cases where answer was impossible, 
2 were alive over one year, 5 died following operation 
or recurrence, and 2 were not reported. 

2. If we consider the different kinds of sarcoma 
separately, the following figures are obtained: 
There were 74 out of 180 reported as interstitial in 
origin, of which 32 would have received X-rays, 39 
would not, and 3 were doubtful. 

(a) Of the 32 which would have received X-ray 
treatment, 3 were free from recurrence after 12 
months, 16 died, and 13 were not reported. 

(b) Of the 39 which would not have received X-ray 
treatment, 2 were free from recurrence after 12 
months, 18 died, and 19 were not reported. 

(c) Of the 3 doubtful cases, 1 lived over a year, 
1 died, and 1 was not reported. 

3. Only 3 out 40 sarcomata of the uterine mucosa 
would have received X-ray treatment; 36 would 
not, and 1 case was doubtful. 

(a) Of the 3 cases which would have received 
X-ray treatment, 1 lived over a year, 1 died, and 1 
was not reported. 

(b) Of the 36 cases which would not have re- 
ceived X-ray treatment, 1 lived over a year, 16 died, 
and 14 were not reported. 


4. Of the 66 cases in which the origin of the 
sarcoma was not designated, 21 would have been 
rayed, 40 would not, and 5 were doubtful. 

(a) Of the 21 cases which would have received 
X-ray treatment, 4 were free from recurrence over 
one year, 7 died, and 10 were not reported. 

(b) Of the 40 cases which would not have re- 
ceived X-ray treatment, 5 were reported well after 
one year, 16 died, and 19 were not reported. 

(c) Of the 5 doubtful cases, 1 was alive after one 
year, and 4 died. 

Miller admits that, of the 55 cases which he would 
have treated with X-rays, 7 probably would have 
died under that treatment, whereas they were re- 
ported after one year as cured. He is satisfied, 
however, at such a small loss when he considers the 
high mortality and poor end results of the operative 
treatment. Of the 74 interstitial sarcomata, 32 
would have been rayed; that is, a mistake in diagno- 
sis in 43.2 per cent of the cases. Now, allowing such 
a percentage of error and assuming two sarcomata 
among 100 myoma cases, the author argues that 
therefore, in 125 myomata, one, through failure in 
diagnosis, would be subjected to X-ray treatment, 
a mortality of 0.8 per cent, corresponding exactly to 
the experience in the Freiburg clinic. Here, during 
18 months, 5 sarcomata appeared among 69 myoma 
cases. These 5 cases are reported in detail. Dur- 
ing the preceding 25 months 47 myoma cases were 
treated entirely by X-rays and 138 cases have been 
subsequently so handled. No one of these has 
thus far shown signs of malignancy. 

The author then calls attention to the destructive 
action of the X-rays on carcinomatous and sarcoma- 
tous growths in general, as a result of which he 
claims the right to use the X-ray treatment condi- 
tionally in uncertain cases, later undertaking opera- 
tion if necessary, without undergoing any great dif- 
ference in the chances of cure. In closing he says: 

“When the public learns that not every tumor of 
the uterus demands operation, but that there are 
also efficient conservative methods, we shall cer- 
tainly be in a position to get hold of more malignant 
growths in the curable stage.” 

“Tn view of the above facts I believe there can be 
no further doubt that a routine operative treatment 
of myoma of the uterus, for fear of sarcomatous 
degeneration, need not be carried out. This ghost 
should be buried at once.” Carry CULBERTSON. 


Fleischmann: Surgical Treatment of Myomata 
(Beitrag zur operativen Myombehandlung). Wéien. 
klin. Wehnschr., 1913, XXxvi, 445. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author refers to 251 cases of operated myo- 
mata with a mortality of 2 per cent; abdominal total 
extirpation had a mortality of 5.2 per cent, the 
supravaginal amputation .9 per cent, the abdominal 
conservative operations 6.2 per cent and the vaginal 
operation of o per cent. The method of choice in 
the laparotomies was the supravaginal amputation, 
which was performed 107 times. The special points 
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in the technique are (1) the cervical stump must be as 
small as possible; (2) separate ligation of vessels 
must be perferred to ligature en masse; (3) formation 
of a good anterior peritoneal flap is necessary; (4) 
the cervical canal is always left open. Radical 
extirpation was indicated in cervical myomata, in 
myomata with necrosis and suspicion of malignancy 
and in cases complicated with severe infectious 
processes in the pelvis. Vaginal drainage was rarely 
employed. The peritoneum must be carefully 
closed without leaving any cavities over the vaginal 
edges. Two cases died from embolism of the pul- 
monary artery, two from acute purulent peritonitis 
and one from a weak heart two hours after the opera- 
tion. The low mortality of 2 per cent the writer 
hopes further to reduce by the X-ray treatment in a 
correct selection of cases. The objections that the 
cases of myomata subjected to operation had been 
selected ones is refuted as he operated on every case 
needing surgical help, excepting only one case in the 
25m. SAMUEL. 
Brettauer: Further Report of Cases of Dysmen- 
orrhea Relieved by Nasal Treatment. Tr. Am. 
Gynec. Ass., 1913, May. —_ By Surg., Gynec. & Obst. 


BRETTAUER said after an experience of two and 
one half years with the nasal treatment of dys- 
menorrhea, the final results showed that in about 
one half the number of cases so treated, the results 
were favorable. In some cases the benefit was 
temporary, requiring another course of nasal 
treatment. In other instances the relief was prompt 
and permanent after three or four caustic applica- 
tions to the nasal spots during a menstrual interval. 
In his paper he reported 66 cases so treated. 

MAYER stated it had been his privilege to see 
these cases reported by Brettauer, and also quite a 
number of others which he had not seen fit to include 
in his report, because he was not aware of some of 
the conditions presented. Some of these cases were 
patients of hisown. In following out the treatment 
of these cases, occasionally a young woman would 
come to his office with intranasal difficulty, and nat- 
urally, being interested in the question of painful 
menstruation, he elicited from some of them that 
they had suffered a great deal, and following treat- 
ment of the nasal conditions he was able to benefit 
them, so that his own statistics which he hoped to 
publish later would be more favorable than those of 
Brettauer, although it must be said that he put his 
patients through a very severe test and did not 
accept his conclusions until he had seen the pa- 
tients themselves. 

As to amenorrhea, he had had several young girls 
who had not menstruated at all for three or four 
months, but after applications to the nose, men- 
struation became established. 

DvuDLteEY asked if he understood the author of the 
paper to say that this cauterization treatment of the 
nose should be used in all cases in which there was 
neither pelvic nor nasal lesions. In other words, 
if examination of the pelvis and of the nasal pass- 


ages was found negative, would he then empirically 
cauterize? 

Byrorp stated that one of the chief objections he 
had to this method was the indefiniteness in regard 
to the kind of dysmenorrhea and the condition of 
the nose. As he understood, there had been no 
study made of the kind of dysmenorrhea to be 
helped. There were no lesions of the nose except 
during the menstrual period, or when congestions 
occurred during the menstrual period, and they 
were usually regarded as a result and not as a 
cause of something; and when women _ had 
pain in their breasts every month, the breasts were 
not treated thinking that would cure any dis- 
turbance in the pelvis. There were a good 
many kinds of dysmenorrhea, one of which 
had not been described, namely, nervous dys- 
menorrhea. He was willing to concede that the 
treatment outlined by Brettauer would help pa- 
tients who had this form of dysmenorrhea. 

MYtLEs reported that he had found many cases 
of serious local irritation in the nose, where the 
central nervous system seemed to be in a state of 
aggravation or irritation as a result, with phenomena 
in other parts of the body being created, and when 
that irritation in the nose was relieved the other 
symptoms or phenomena disappeared. 

BRETTAUER, in closing said, in answer to Dudley’s 
question, that he would by all means touch the 
nose in the absence of any pathological condition in 
the nose and the pelvis. He would do so as an 
experiment, as it could do no harm. 


Murphy: Description of Murphy’s Method of 
Abdominal Hysterectomy. Surgical Clinics of 
John B. Murphy, 1913, ii, No. 2. 

By Surg., Gynec. & Obst. 

Having occasion to perform hysterectomy for 
essential hemorrhage, Murphy described his method, 
which originated ten years ago, and which he is con- 
vinced has many advantages over the usual meth- 
ods. By the anterior route there is danger of injury 
to the ureters, also of secondary hemorrhage from 
slipping or loosening of a mass ligature. 

The technique of the posterior operation follows: 
After aseptic preparation and with the patient in 
the Trendelenburg position, a vertical incision 5 to 
8 inches long is made through the inner border of the 
sheath of the left rectus. The fibers of the muscle 
are displaced outward with the handle of the knife 
and the peritoneum divided on the slant between 
two forceps. The uterus and adnexa are examined 
to determine the amount of adhesions, etc. The 
peritoneal cavity is protected by laparotomy pads. 
Adhesions, if any, between uterus and surrounding 
structures, are separated. Control of the uterus is 
secured by a large volsellum forceps or a corkscrew, 
which is inserted deep into the upper portion of the 
myomatous uterus. The uterus is drawn out with 
its posterior surface uppermost. Long, heavy 
hysterectomy clamps are now applied to the broad 
ligaments close to the uterus, the blades extending 
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down to the corporocervical junction, but not in- 
cluding the uterine arteries. There is no danger of 
injuring the ureters in this step if care be taken to 
place the ends of the clamps in direct contact with 
the uterus, above the level of the arteries. If the 
tubes are diseased, they are removed with the uterus 
by dividing the mesosalpinx before applying clamps 
to the ligaments. If healthy, however, their uterine 
ends may be included in the forceps and both tubes 
allowed to remain. In patients who have not 
reached the menopause, the ovaries, or at least one, 
should always be retained. Even when both ovaries 
are diseased, it is possible, by resection, to preserve 
a portion of one or of both. The broad ligaments 
are divided with the scissors % inch to the inner side 
of the clamps and the uterus, which is now liberated 
from its lateral attachments, and is rotated down 
and forward. This brings the posterior surface well 
into the field. 

A transverse incision is made with the scalpel 
into the posterior wall of the uterus at the corporo- 
cervical junction, and the cut edge of the perito- 
neum secured with artery forceps. This incision is 
directed forward and slightly down as far as the 
cervical canal, and then a little up and forward 
toward the bladder until two thirds of the anterior 
portion of the cervicocorporal muscularis is divided. 
The volsellum is then placed on the cervix and firm 
traction made. The uterine arteries peel away from 
the muscularis, come into view on each side, and are 
secured with forceps before they are cut. If not 
plainly visible no time is spent looking for them. 
From the level of the canal the incision is continued 


through the cervical tissue, the operator drawing the 
uterus forward as he proceeds and rolling it away 


from the anterior peritoneum and biadder. In this 
way a peritoneal flap is formed sufficiently large 
to cover the cervical stump. If the arteries are not 
clamped before they are divided, the assistant 
grasps them when they begin to bleed, while the 
operator continues his incision. Once the uterine 
artery is exposed on either side no further cutting in 
a lateral direction should be done, as the ureter 
always rests just to the outer side of the artery. 
Each uterine artery is ligated with No. 2 plain cat- 
gut, and the hemostats removed. The wedge- 
shaped gap in the cervix is closed with interrupted 
catgut sutures, which approximate the cut surfaces 
but do not include the peritoneum. 

The broad ligament stumps may be treated in two 
ways: (a) By ligation ex masse, which is exceptional 
with Murphy. (0) By ligation of the individual 
vessels. The latter he considers preferable. When 
the mass ligature is used, it should be tied in the 
crease produced by the clamp, for the following rea- 
sons: (1) The compression of the clamp forces out 
all the fatty and areolar tissue, leaving nothing but 
vessels and peritoneum in its grasp. (2) The clamp 
acts as an angiotribe by injuring the intima of vessels 
and thereby favoring clot formation. (3) The ridge 
of tissue between the crease and the cut edge of the 
ligament prevents the ligature from slipping. 


Commencing with the broad ligament stump on 
one side, a purse-string of catgut is inserted around 
it and the stump buried beneath the peritoneum. 
The same suture is used as a continuous Lembert, 
to approximate the anterior vesico-uterine flap to 
the posterior edge of peritoneum. When the broad 
ligament stump on the opposite side is reached, it is 
buried in the same manner. By this continuous 
stitch all abraded surfaces are completely buried and 
nothing is exposed but the line of suture. Blood- 
clots are removed by dry sponging, and the pads 
are counted as they are taken out. 

The sigmoid is turned down and placed over the 
line of suture, in order to prevent the omentum from 
becoming adherent. This is of the greatest im- 
portance in all pelvic operations, as the omentum, 
fixed in this situation, may give rise to much suffer- 
ing afterward. After drawing the omentum over 
the small intestine, the abdomen is closed by sutur- 
ing separately the peritoneum (making the usual 
ectropion of its cut edges), fascia of the rectus, and 
skin. Heavy catgut is used for buried sutures, and 
horsehair for skin. Figure-of-8 silkworm-gut su- 
tures are then inserted through the skin and fascia, 
to insure against separation of the wound in case the 
catgut is prematurely absorbed, and to obliterate 
dead spaces. Under the figure-of-8 stitch is placed 
a small gauze sponge to act as a buffer, preventing 
transverse necrosis of the skin. 

The advantages of the Murphy method are as 
follows: 1. The tumor and uterus can be removed 
about as readily and as rapidly as an ordinary 
ovarian cyst, the average time for the entire opera- 
tion being fifteen to thirty minutes. Most of the 
time is consumed in covering the abraded surfaces 
with peritoneum. 2. Danger to the ureters is re- 
duced to the minimum by rolling, instead of cutting, 
the uterus out of the surrounding connective tissue, 
following the lines of cleavage. 3. There is prac- 
tically no danger of secondary hemorrhage, as 
each vessel is ligated separately. L. J. MrtcHett. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gosset and Masson: Neuro-epithelioma of the 
Ovary (Névraxo-épithéliome de l’ovaire). Rev. de 
Gynéc. et de Chir. abdom., 1913, Xx, 1. 

By Journal de Chirurgie. 


The authors report a curious case of ovarian 
teratoma which from the appearance and character 
of the cells seemed to be formed entirely of nervous 
tissue. The patient, aged 50 years, was operated on 
by Gosset, a partial hysterectomy being performed 
and an ovary, diagnosed as cystic, removed. The pa- 
tient went into collapse and death from shock fol- 
lowed eight hours after. The tumor, which was the 
size and shape of a turkey’s egg and covered by a 
hardened tunica albuginea and some cortex, con- 
sisted of eight small cysts about which there was a 
neoplasm consisting of cords of greater or less thick- 
ness which were richly anastomosed. The fact 
that there were no new-formed blood vessels and 
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that the tumor derived its blood supply only from 
the vessels pre-existing in the ovarian stroma, prove 
that this is not a sarcoma. These facts, together 
with the character and location of the cysts, point to 
its being an epithelioma. The arrangement of the 
cells in rosettes and their transformation into fibres 
was typical. The rosettes were pathognomonic, being 
exactly like those found in the medullary cord of the 
embryo both cytologically and _hystologically. 
They were identical with certain ependymal cysts 
frequently found in teratomata in general and espe- 
cially in the complex dermoid cysts of the ovary. 
The authors think their specimen which contains 
indisputable ependymal cavities is composed largely 
of young cells which reproduce the conditions found 
in the embryonal nervous tissue when the neuro- 
blasts and neuroglia cells are beginning to be differ- 
entiated. They propose to classify this as an 
embryonal neuro-epithelioma. The exact origin of 
this tumor is hard to find. The normal ovary con- 
tains sympathetic nerve elements. The nervous 
elements indispensable for the origin of the tumor 
were of course atypical and might be the remnants 
of some embryonal rest or inclusion, the other parts 
of which have entirely disappeared, due perhaps to 
the invasion of nervous elements. GrorcEs LaBEY. 


Moritz: On the Nature of the So-Called Liga- 
ments of Mackenrodt. J. Obst. & Gynec. Brit. 
Emp., 1913, Xxili, 135. By Surg., Gynec. & Obst. 

Moritz has cut sections at various levels and in 
different directions of female pelves, fixed and 
hardened in formalin soon after death. These he 
has traced in series and has also examined micro- 
scopically some sections of foetal pelvis. In no 
section did he find a separate area of tissue with 
definite insertions as described by Mackenrodt, nor 
is there ‘‘a weak small center of areolar tissue be- 
tween the folds of the broad ligament.” It is 
artificial and wrong to define the lower limit of this 
as different from the upper. It is obviously an 

anatomical error and misleading to describe as a 

separate entity a few bands artificially separated 

from the remaining parametric tissue. 
CAREY CULBERTSON. 


EXTERNAL GENITALIA 


Spaulding: Vulvo-Vaginitis in Children. Am. J. 
Dis. Child., 1913, V, 245. By Surg., Gynec. & Obst. 
This is a report of the work done in the Children’s 
Hospital in Boston under the direction of Lucas. 
The purpose of the article is to emphasize the fol- 
lowing five things: 

1. The prevalence of the gonococcus as an 
etiologic factor in cases of vaginitis and the un- 
reliability of bacteriological examination in all 
stages. 

2. The total duration of the disease, including the 
long periods of latency. 

3. The importance of the disease on account of 
the serious complications and sequel. 


4. The inefficiency of treatment at the best. 
5. The consequent importance of prophylaxis, 
both at home and in the hospital. 

Etiology. There is a wide difference of opinion as 
to the per cent of cases of vulvo-vaginitis in infancy 
and childhood caused by the gonococcus. The bulk 
of opinion, however, seems to be that most of the 
cases are due to this organism. 

As to the source of infection it would seem that 
most cases are infected in the hospital and schools, 
and that there is a direct carrying of the organism 
from one child to another by the nurse’s hands, by 
thermometers, toilets, baths, etc. Although many 
have thought that after a prolonged period of free- 
dom from the disease the recurrence was due to a 
fresh infection, Spaulding is not convinced of this. 
Recurrences occurred in her series at 4, 6 and 8 
months, and even a year to a year anda half. The 
average total duration of the disease in 26 cases was 
t year and 8 months. Several children who came 
to the clinic when it started 214 years ago were 
later treated for recurrence. 

Complications. The following complications have 
been observed in 74 cases: proctitis, 6 cases; cystitis, 
5 cases; arthritis, 4 cases; pelvic peritonitis, 1 case; 
inguinal adenitis with suppuration, 1 case; vulvo- 
vaginal abscess, 1 case; ischio-rectal abscess, 1 case. 

Treatment. The directions usually given to the 
mother in the treatment of these cases are as follows: 

A vaginal douche of 2 quarts of saturated solution 
boric acid three times a day and the installation of 
argyrol 25 per cent, or another silver salt, 1:1000, 
into the vagina three times daily. Gonococcic 
vaccine once a week, beginning with doses of 50 
million and increasing 25 million up to 4oo million. 

The vaccine treatment is believed to be of some 
value in shortening the course of the disease. Auto- 
genous vaccine together with gonococcic vaccine 
has not given favorable results. By way of pro- 
phylaxis the author recommends the three most 
important items of routine which have been carried 
out in the Babies’ Hospital of New York: (1) 
Vaginal smears are made once a week throughout 
the hospital period; (2) individual thermometers 
are maintained as well as individual bottles of 
petrolatum for a lubricant; (3) the disinfecting of 
nurse’s hands in going from one case to another is 
carried out. 

The arrangement is recommended which is carried 
out in Chicago at the Juvenile Home, and at the chil- 
dren’s venereal ward at Cook County Hospital. 
The following conclusions are drawn: 

1. That all cases of vaginitis with a persistent 
discharge, which at any time has been profuse, are 
due primarily to the gonococcus. 

2. That the disease may extend over many years, 
during which time there may be many recurrences 
and the period of latency may at least be as long as 
18 months. 

3. That vulvo-vaginitis in children, although it 
may remain a local disease, is liable to the same com- 
plications as seen in adults. 
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4. That the most efficient treatment does not 
insure a permanent cure. 

5. And, finally, that physicians should realize 
the importance and prevalence of the disease and 
institute strict preventive measures, both in hos- 
pitals and in private practice. 

Currrorp G. GRULEE. 


Ward: Operation for the Cure of Rectocele 
and Restoration of the Function of the Pelvic 
Floor. Tr. Am. Gynec. Ass., 1913, May. 

By Surg., Gynec. & Obst. 

This operation according to the author is espe- 
cially applicable to cases of large rectocele. The 
conditions present in a rectocele were the same as in 

a cystocele. There was a true hernia or prolapsus 

of the rectum just as in the bladder. Likewise the 

bowel had been enlarged and pouched by distention, 
so that there existed an actual increase in size of the 
gut similar to the condition at the base of the 
bladder in cystocele. The same principle was applied 
in this operation to cure the rectocele as was 
employed in the modern radical operations for the 
cure of cystocele: the rectum was completely sepa- 
rated from the entire posterior wall of the vagina 
and was placed higher up in the pelvis. 

The author described the operation and gave the 
technique used by him in perineorrhaphy. 


MISCELLANEOUS 


McDonald: The Treatment of Leucorrheea Due 
to Gonococcus Infection. Am. Med., 1913, xix, 
T57. By Surg., Gynec. & Obst. 


The essentials in treatment are free drainage and 
germicidal applications. Drainage is obtained by 
the electric thermocautery (fine pointed loop at 
red heat), 10 or 20 punctures of the cervix are made 
about one third of an inch in depth in the middle 
of the menstrual mouth. This method gives free 
drainage to the cystic collections and it is usually 
necessary in rare cases to repeat the operation, at 
most three times. Douches of 1:1000 of the 50 per 
cent oily solution of chlormetakresol are given and 
applications of tincture of iodine by swab are made 
to cervix and by probe to the ducts of the glands. 
After the puncture wounds are healed an alkaline 
douche of soda bicarb. (2 oz.) and soda sulphat (2 dr.) 
to two quarts of hot water is used. Along with the 
above, general hygienic methods are carried out. 

EUGENE Cary. 


Polak: The Conduct of Gynecological and Ob- 
stetrical Operations in the Presence of 
Acute Chronic Endocarditis. Tr. Am. Gynec. 
Ass., 1913, May. By Surg., Gynec. & Obst. 


Polack in summarizing his experience in gyne- 
cological operations, concludes: 1. That pelvic 


conditions, necessitating operation, may be done 
after proper cardiac preparation. 2. That the 
cardiac symptoms, blood pressure, and the func- 
tional activity of the liver and kidneys were the 
only indices of when it was time to operate. 3. 
That these cases should always be seen and treated 
in conjunction with a competent internist. 4. The 
operation should be rapid, bloodless, and done 
under combined local and general anesthesia, 
morphine, novacoine, ether and oxygen. 5. That 
the Trendelenburg posture should be used only 
until such time as the field might be properly 
isolated, when the patient might be gently lowered 
out of it. 6. That phlebotomy should be done 
promptly on signs of right heart engorgement. 
7. That post-operative distention must be avoided. 
8. That morphia was the mainstay in thera- 
peutics. 


Krémer: Etiology and Treatment of Pyelitis in 
the Female (Entstehung und Behandlung der Py- 
elitis beim Weibe). Deutsche med. Wchnschr., 1913, 
Xxxix, 483. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

After giving historical data Krémer enters into the 
etiology, and agrees with Stéckel that during preg- 
nancy an ascending form of cysto-pyelitis almost 
always is present. This is contrary to the French 
investigators, who accept a hematogenous etiology. 

Retention of urine is necessary for the establishment 

of the first attack of pyelitis. Reasons for this view 

are: (1) pyelitis frequently arises on the right side, 
corresponding to the dextroversion of the uterus 
during pregnancy; (2) ureteral obstruction is fol- 
lowed by urinary retention, then bacteriuria and 
finally pyuria; (3) relieving the urinary retention by 
making the ureter passable causes a disappearance 
of all the signs of the infection; (4) after injury to the 
ureter or secondary ureteral necrosis, the corre- 
sponding kidney sooner or later becomes diseased 
by an ascending pyelo-nephritis. According to 
these viewpoints, the treatment must be directed 
so as to render the ureter passable. ‘This is effected 
by the patient turning or lying on the opposite side, 
by ureteral catheterization and by irrigation of the 
pelvis of the kidney with disinfectants. Based ona 
series of cases, Krémer recommends the careful irri- 
gation of the pelvis of the kidney. These measures, 
however, are only of benefit for each attack of 
pyelitis; permanent results after renal pelvic irriga- 
tions are rare. For recurrent cases he highly rec- 
ommends vaccine treatment. He had three bril- 
liant results amongst five cases thus treated. 

Finally he discusses the hematogenous origin of 

pyelitis after severe puerperal infections, angina, 

gastro-enteritis and colitis. Lymphatogenous in- 
fections after retroperitoneal phlegmons of the pelvis 
were also observed. RUHEMANN. 
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PREGNANCY AND ITS COMPLICATIONS 


Engelhard: Psychoses of Pregnancy and the 
Influence of Pregnancy on Existing Psychic 
and Neurologic Diseases (Over Generatiepsy- 
chosen en den invloed der Gestatieperiode op reeds 
bestande psychische en neurologische Ziekten). 
Nederl. Tijdschr. v. Verlosk. en Gynaec., 1913, XXi, I. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

After a detailed description of fifty histories of the 
disease from the Utrecht clinic and a critical discus- 
sion of the literature concerning pregnancy psychoses 
the author arrives at the following conclusions: 

The causes for psychoses of pregnancy may be an 

hereditary taint, an infection or exhaustion. A 

definite cause can usually not be demonstrated. 

Severe psychic disturbances are found in eclamptics 

after recovering from the coma. These at times 

assume the character of a true psychosis on account 
of the influence of an infection or the insufficient 
excretion of the toxines. A connection between the 
appearance of the psychoses and the retention of 
urine can usually be proven. Psychoses during la- 
bor arise from psychic predispositions, toxines or 
hypersensitiveness. These psychoses have an im- 
portant forensic significance, just as painless labor 
does. Artificial interruption of pregnancy in 
psychosis is wrong and dangerous. It is negative 
in its results as a prophylactic measure for the pre- 
vention of psychoses. Psychoses complicated with 
an albuminuria of pregnancy must be considered as 

a contra-indication for the induction of an abortion. 

The treatment of pregnancy psychoses must be as 

conservative as possible. During labor and before 

complete dilatation interference should be rendered 
only if symptoms are present which point to.a 
threatening eclampsia. STRA‘Z. 


the Thera- 
Va. M. Semi-Month., 1913, 
By Surg., Gynec. & Obst. 


In this article the author discusses the complica- 
tions and treatment he believes should be considered 
in cases of myomata-complicating pregnancy. 
These tumors cause actual earnest danger only in a 
few cases and these may be considerably diminished 
by a cautious clean management of the labor and the 
puerperium. On the other hand, Bland-Sutton 
believes that the life of the woman is in jeopardy 
not only so long as the foetus is in the uterus but 
during the expulsion also. 

Myomata situated in the lower uterine segment, 
while usually offering an obstacle to the birth of the 
child, may be drawn upward during labor and leave 
the pelvis free. Operative intervention is indicated 
when the tumor is fixed so as to offer an obstruction 


Harrison: Myoma and Pregnancy; 
peutical Indications. 
Xvii, 601. 


to the passage of the child. During the pregnancy, 
the author advises expectant treatment as a rule; 
but when something definite must be done, he 
suggests interruption of the pregnancy or Cesarian 
section at term. The former is often very difficult, 
for the placenta may be firmly adherent; or the 
foetus may be passed after a long time during which 
fever and degeneration of the myoma with sepsis 
may follow. Myomectomy does not offer a perfect 
solution of the difficulty, for a small myoma left at 
the time of operation may grow to large size before 
the termination of the pregnancy. When labor sets 
in, he says, our attitude must still be an expectant 
one, but when it is seen that the tumor does not 
move upwards with the unfolding of the cervix, 
Cesarian section should be done at once, for the 
forcible attempts to drag the child through the 
pelvic canal past the fibroid may so injure the tumor 
as to cause it to slough. If the fibroid be single it 
may be enucleated, or if multiple, or the case be 
septic and the child dead, total extirpation is the 
operation of choice. If the case is aseptic, supra- 
vaginal amputation is the operation of choice and is 
less dangerous and easier, but as Bland-Sutton sug- 
gests, there is greater danger to the ureter in total 
extirpation. 

As a general rule, if the birth is accomplished with- 
out myomectomy the puerperium should be allowed 
to reach its completion before operation is under- 
taken. If the location of the tumor is such that it 
interferes with contraction and retraction of the 
uterus the hemorrhage following labor may be so 
severe as to necessitate irrigating the cavity of the 
uterus with tincture of iodine or to pack it with 
gauze. Greater dangers than these are offered by 
gangrene of the polypi or submucous myomata as 
they descend into the vagina. The death of the 
myoma that is known sometimes to occur is easily 
understood if we remember that it has grown while 
the blood-supply of the uterus was very good, but 
during the puerperium when the larger part of this 
supply is suppressed the fibroid contains more 
tissue than can be supported on this limited blood- 
supply. C. D. Hotes. 


Hauser: Myoma and Pregnancy (Myom und 
Schwangerschaft). Klin.-therap. Wchnschr., 1913, xx, 


317- 
By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 


Menstruation appears earlier than usual in 
myomatous patients. However, the writer does not 
believe that this early appearance is caused by the 
myomata, as these tumors have hardly ever been 
found in girls before puberty and myomata grow too 
rapidly. He concludes that girls who menstruate 
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acquire Although in 


easily 
myomata the menopause occurs later than is normal, 


early myomata. 
yet fertility is lessened. Opinions differ as to 
whether sterility is the consequence of myomata or 
vice versa. The author had poor results from con- 
servative myomectomies with respect to the possibil- 
ity of future pregnancies especially if discased 
adenexaand multiple myomata coexisted. However, 
in the interstitial subserous and especially in the 
pedunculated subserous and intraligamentous myo- 
mata, the possibility of future pregnancy is not 
improbable after conservative treatment. Con- 
servative operations should always be guardedly 
undertaken, as the results are uncertain and all 
myomatous tumors are not always removed. What 
is the influence of myomata on an existing preg- 
nancy? Premature interruption of pregnancy may 
occur (1) asa result of deficient nutrition of placenta 
and decidua; (2) on account of an insufficient capa- 
bility of expansion of the myomatous uterus; (3) by 
expulsion of detached myomata; (4) in consequence 
of excessive growth of the myomata, which may 
interrupt pregnancy by mechanical pressure or by 
the induction of labor pains. The average fre- 
quency of abortions is 8 per cent to 1o per cent, but 
in myomata it is 15 per cent. How does pregnancy 
influence myomata? Softening, with increase in 
the volume of the tumor, may take place with regres- 
sion after labor, also necrosis in the form of a doughy 
softening, abscess formation and putrefaction. 
Diagnosis of myoma in pregnancy is difficult, 
as palpation often fails, and the amenorrhea of 
pregnancy is obscured by hemorrhages from the 
myoma and occasionally colostrum appears in 
myomata without pregnancy. The differential 
diagnosis between myoma and pregnancy, especially 
the large soft myoma, offers considerable difficulty. 
Treatment: the former practice of artificial interrup- 
tion of pregnancy has been discarded since the devel- 
opment of aseptic surgical methods. Operations 
should not be considered in the interstitial or 
subserous myomata with no severe disturbances 
or danger of obstruction of birth canal during labor. 
Interstitial and subserous myomata complicated by 
necrosis and other disturbances must be enucleated. 
Social position and the former fertility of the patient 
must be considered. The author reports ten cases, 
in three of which a conservative procedure was 
practiced. In one case of pregnancy in the third 
month a cervical myoma the size of a fist was 
enucleated on account of symptoms of incarcera- 
tion. The child was carried to full term. During 
a laparotomy performed 51% years later multiple 
myomata and bilateral adnexal disease were de- 
tected. In four cases the size of the myomata and 
displacement of the uterus required a radical opera- 
tion. In one case a pregnancy in the fimbriated end 
of the tube was found. If in multiple myomata 
difficulty in closing the wound flaps arises a radical 
operation is preferable. In a similar case Bumm 


made use of the omentum to close the wound 
Morr. 


defect. 
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Viannay: Myomectomy in Case of a Gravid 
Uterus; Recovery; Continuation of Gestation 
(Myomectomie sur utérus gravide; guérison; continu- 
ation de la grossesse). Gaz. de gynéc., 1913, xxviii, 8. 

By Zentralbl f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb.. 


Hemorrhage occurred during the fourth month of 
gestation in the case of a 33-year-old primipara. 
Examination: fundus above the symphysis; soft, 
cystic, pulsating tumor in the pouch of Douglas. 
Diagnosis: extra-uterine pregnancy. The error was 
discovered during the operation (laparotomy). The 
posterior mass was the pregnant uterus, which was 
firmly held in that position by a fibroma which was 
attached to the uterus by a broad base and pressed 
against the symphysis pubis. The fibroma was 
excised without opening into the uterine cavity, and 
the parts were carefully sutured. Recovery was 
normal and there was no interruption of the preg- 
nancy. CZEMPIN. 


McDonald: Bladder Troubles in Pregnancy: A 
Cystoscopic Study Based on 54 Cases. Am. 
Med., 1913, xix, 180. By Surg., Gynec. & Obst. 


The author in this series of cases studied twelve 
normal bladders in early pregnancy and found in all 
that as early as the sixth week of pregnancy the 
trigone became congested. The bladder mucosa 
became oedematous and thickened, and the lym- 
phatics were increased. This condition was exag- 
gerated when retroversion was present. The 
cedema is more marked about the neck of the blad- 
der and involves the ureteral orifices so that an 
obstruction of the flow of urine may result. 

The ureteral orifice may in pregnancy be patulous. 
This condition usually involves the right ureter and 
is usually associated with a previous inflammatory 
condition. This is known as the ‘“golf-hole” 
ureter. 

The bladder of pregnancy exhibits a picture of 
general hypertrophy; thickening of musculature, 
proliferation of epithelial cells, and increase in 
lymphatics. Displacement of the bladder to the 
right is very common. 

Inflammation may be marked by generalized 
cedema and hyperemia. The inflammation of 
pregnancy is not usually confined to the trigone, 
and the pus formation is usually greater in this 
type of cystitis. 

Fever of a low grade is usually associated with 
a cystitis of pregnancy differing in this way from 
ordinary cystitis. 

Cystitis of pregnancy may perfectly simulate 
pyelitis and unless cystopic examination and ureteral 
catheterization is performed the diagnosis can not 
be made. 

In a number of cases followed through pregnancy 
there was apparently no decrease in the amount of 
congestion throughout. 

The treatment differs from that in ordinary cys- 
titis in that if ulcers occur they are not treated till 
the surrounding condition is cleared up. Medicated 
solutions such as quinine bisulphate 1:2000, boric 
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acid, nitrate of silver 1:30000 and mild astringents 
are indicated. Plenty of rest and large quantities 
of water are advised. Hexamethylene-tetramine 
should be used with care and combined with sodium 
benzoate. EUGENE Cary. 


Webster: The Conduct of Gynecological Opera- 
tions; also of Pregnancy and Labor in Acute 
and Chronic Affections of the Heart. Jr. Am. 
Gynec. Ass., 1913, May. By Surg.,Gynec. & Obst. 


Webster said operations should be avoided in 
active or recent valvular diseases, dilatation or 
myocardial degeneration, except in conditions of 
extreme emergency. General anesthesia might 
greatly increase the risk by causing coughing, strain- 
ing, vomiting, respiratory embarrassment. Slow 
administration with free admission of air or oxygen 
was necessary. Local anesthesia was of importance 
in such cases. In slight or well compensated affec- 
tions, regular methods of anesthesia should be 
employed. 

As regards pregnancy, women with heart disease 
should not become pregnant. If pregnancy occurs 
it is on the side of safety to advise early abortion, 
especially if there has been recent acute disease of any 
variety, or old mitral disease with failure in com- 
pensation. 

With reference to labor, if the patient’s condition 
is good, the first stage should be allowed to progress, 
as in normal cases, all strain and excitement being 
avoided. It is advisable to avoid straining in the 
secondary stage by artificial delivery, forceps, or 
turning under anesthesia. In the third stage, it is 
best to separate the placenta manually, allowing 
some loss of blood. A woman at term with failure 
in compensation or embarrassed circulation prob- 
ably has the best chance if delivered by vaginal or 
abdominal Cesarean section. 


Grimsdale: Case of Ovarian Pregnancy with 
Full Time Fetus. J. Obst. & Gynec. Brit. Emp., 
1913, XXiii, I15. By Surg., Gynec. & Obst. 

The patient was a young woman who entered the 

Royal Infirmary complaining that she had not be- 
come small again after her first child was born. 
Examination revealed the uterus lying on the right 
side, while a large mass, freely movable, occupied the 
lower abdomen, reaching to the umbilicus. No 
tenderness and no free fluid. It was thought to be a 
solid tumor of the ovary. The tumor was delivered 
whole by operation, whereupon it was found to 
occupy the position of the left ovary. The corre- 
sponding tube and mesosalpinx were entirely nor- 
mal, as was the round ligament. The tumor, on 
being opened, disclosed a foetus and a placenta. 
X-ray of the foetus revealed its bones as developed 
up to term. The tumor wall enclosing the foetus 
was much thinned out, so that sections from it 
failed to demonstrate ovarian tissue. Nevertheless 
the author insists that this case is undoubtedly one 
of ovarian gestation. CAREY CULBERTSON. 


Zinsser: Damages to the Kidney in Eclampsia 
(Uber die Schidigung der Niere bei der Eklampsie) 
Berl. klin. Wehnschr., 1913, 1, 388. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Zinsser discusses the question as to whether a 
usable prognosis for the course of eclampsia could be 
formed from the observation of renal activity. 
Control of diuresis increases in prognestic impor- 
tance if the specific gravity is observed at the same 
time. With a diminution of the amount of urine 
excreted and with a decrease at the same time of the 
specific gravity the prognosis grows bad. Estima- 
tion of albuminuria and the nitrogenous substances 
does not give any dependable prognostic data 
(Zangenmeister). The author finds that the deter- 
mination of sodium chloride excretion in eclampsia 
which is complicated by cedema may give a some- 
what reliable prognosis. If, following labor, the 
sodium chloride in the urine of an cedematous 
eclamptic drops suddenly and continuously beneath 
the fraction of the normal amount (0.1) it essentially 
renders the prognosis bad. while a continued medium 
amount of sodium chloride allows of a favorable 
prognosis and that too in cases which are gravest 
clinically. The question as to whether the degree 
of therapeutic behavior of the kidneys can influence 
the course of eclampsia is also discussed. The opin- 
ion is expressed that for the majority of true eclamp- 
sias treatment of the kidneys, from the simplest 
diaphoretic measures up to decapsulation, is of no 
value. FROMMER. 


Mayer: Treatment of Eclampsia by Intralumbar 
Injections of Normal Pregnancy Serum 
(Uber die Heilung der Eklampsie durch intralum- 
bale Injektion von normalen Schwangerenserum). 
Zentralbl. f. Gyndk., 1913, Xxxvii, 297. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reviews an article which had pre- 
viously appeared in which he reported a severe case 
of eclampsia cured before termination of labor by 
the intravenous injection of normal pregnancy 
serum. He was induced to attempt this treatment 
in the belief that eclampsia is the manifestation of 

a severe poisoning of the central nervous system and 

that in normal serum an antidote is found which 

acts very quickly when injected into the lumbar 
sac. The author injected a patient who was in deep 
coma, the lungs cedematous and the heart threaten- 
ingly weak. The prognosis was bad from the begin- 
ning, and the patient died immediately after the 
injection. On post-mortem examination extensive 
destructions were found in the liver. Mayer re- 
moved 5 cc. of fluid from the lumbar region in the 
new-born in whom severe eclamptic attacks appeared 
after labor and the same amount of blood serum of 
a healthy pregnant woman replaced the amount 
removed. A remarkable improvement occurred 
which startled all those present. The cyanosis, 
the cramps, the disturbances of respiration and 
heart disappeared, but in spite of this the child also 
died. Although neither of these results were en- 
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couraging the author still believes, in view of the 
results, obtained that he is on the right track, and 
compares his results with those which Rissmann 
made with the lumbar injection of magnesium 
sulphate. SIEFART. 


Green: The Conservative Treatment of Toxzemia 
of Pregnancy with Convulsions. Boston M. & 
S. J., 1913, clxviii, 376. By Surg., Gynec. & Obst. 


The author argues the toxemic woman is ill- 
prepared to resist the shock and trauma of any 
surgical procedure, and that in most cases surgical 
measures should be postponed until by active 
eliminative measures the toxemic gravida is better 
prepared to withstand the added strain of delivery. 
He believes conservative treatment would save 
many women who are lost by hurried delivery. 
He would resort in desperation to emptying of the 
uterus by forced cervical dilatation or vaginal 
Cesarean section if in a reasonable time all medical 
measures fail. 

The author’s method of treatment is essentially as 
follows: First; a high compound enema. 

Oil of turpentine, dr. 1; 

Extract of aloes, gr. xx; 

White of one egg; 

Sulphate of magnesium, oz. 2; 

Glycerine, 02. 2; 

Water, oz. 2; 

Next the patient is given a hot-water immersion 
bath. One may use a hot pack or dry heat. An ice 
bag is applied to the head. After the bath, the 
patient is wrapped in blankets and put to bed. If 
the patient is comatose, the stomach is washed out 
and there is left therein 8 ounces of water with 2 
ounces of epsom salts, or a like amount of castor 
oil and two drops of croton oil; if conscious she can 
swallow the cathartic. Salt solution under the 
breasts may be used, and except with marked odema, 
fluids may be given freely. Nitroglycerine in z}o 
grain doses may relieve blood tension and promote 
diaphoresis. 

The author reports ten successive cases, one of 
which was a case of twins, in which 5 babies were 
discharged well, and 6 were stillborn including 3 
macerated foetuses; all the mothers recovered. 

C. H. Davis. 


Williams: The Present Position of Abdominal 
Cesarean Section in Eclampsia. Boston M.& 

S. J., 1913, clxviii, 456. By Surg., Gynec. & Obst. 
The author has collected 85 cases of eclampsia 
treated by abdominal Cesarean section. There 
were 41 maternal deaths from the following causes: 
sepsis, 7 deaths; hemorrhage from the broad liga- 
ment after the Porro operation, 1; rectal hemor- 
rhage, 1; tuberculosis, 1; exhaustion, 1; pneumonia, 
1; eclampsia, 20. In 9g cases, the immediate cause 
of death was not stated. He compares this ma- 
ternal mortality of 48.2 per cent with the results 
of various men in the other methods of rapid 
delivery. 
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MANUAL OR INSTRUMENTAL DILATATION 


PAMCTR 6 cia ws 80 cases 15 % mortality 
GIOCENET......... 5.5 143 cases 15.49% mortality 
LC) ie 82cases 7 % mortality 
Newell........... 79 cases 26.5 % mortality 


VAGINAL CESAREAN SECTION 
Diihrssen.......112 cases 15 % mortality 


Beckmann...... 43 cases 18 % mortality 
WADE cin aicst skeet 05 33 cases 3 %mortality 
aan Re eens 13 cases 6% % mortality 


He concludes that abdominal Cesarean section in 
eclampsia should be restricted to those cases in which 
there is a pelvic contraction sufficient in itself to 
demand it, and possibly also to early cases of threat- 
ened eclampsia at or near term, where the shock of a 
vaginal delivery seems to offer much greater danger 
than the added strain imposed upon the excretory 
organs by Cesarean section. He has considered 
only cases where an operative delivery is deemed 
necessary. C. H. Davis. 


Scott: Czsarean Section in Double Uterus and 
Double Vagina. Am. J. Obst., N. Y., 1913, Ixvii, 
510. By Surg., Gynec. & Obst. 


Scott reports a Cesarean section on a 32-year-old 
primipara with a double uterus and vagina, and 
justo-minor pelvis with a conjugate vera of about 
g cm. There was rupture of the membranes after 
about 12 hours of pain, after which weak pains were 
present for three days. After several hours of pain 
on the fourth day, it was discovered that the cervix 
of the pregnant side was dilated only to the size of 
the finger, that pulse and temperature were normal, 
that the foetus was unendangered, and that the 
head was high but impacted in the pelvis. After the 
living child was delivered by section there was shown 
to be a tear of the septum separating the pregnant 
from the non-pregnant side. Through this tear the 
decidua of the non-pregnant side was delivered. 
Except for a passing acute dilatation of the stomach 
the woman made a good recovery, and left the 
hospital with her child. N. Sproat HEANEY. 


Von Klein: Uterus Bicornis as the Cause of 
Chronic Tranverse Position; Six Versions in 
One Case, Cesarean Section in Another Case 
(Uterus bicornis als Atiologie chronischer Querlage; 
Sechs eigene Wendungen in einem, Sectio ce#sarea in 
einem anderen Falle). Zentralbl. f. Gynék., 1913, 
XXXVIl, 452. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

Besides the narrow pelvis, the large roomy uterine 
cavity and the pendulous abdomen, the author sees 
in the uterus bicornis a predisposing factor for the 
transverse position of the foetus. He shares with 

Von Franqué the same opinion that the cause of 

this is the longitudinal median fold which reaches 

from the uterus down into the uterine cavity and 
compels the child to adopt such a position that the 
septum finds a place between the head and the 
knees of the child. Von Klein describes two such 
cases which were observed by him. 
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In the first patient, the first labor, which was a 
premature birth in the seventh month, ran a spon- 
taneous course. Transverse position was present in 
each of the following seven labors. In six cases the 
author performed version, and once another physi- 
cian. All the children are alive. The patient again 
became pregnant, for the ninth time. In the second 
case besides the deformity of the uterus a narrow 
pelvis existed with a conjugata vera of 7.5 to 7.8. 
Podalic version and extraction was performed by 
different physicians during the 1st, 2d, 5th, 7th, 
and/8th labor on account of a transverse position. 
All the children were still-born or were subjected to 
craniotomy. Intwo other labors of the same patient 
breech presentation existed and these children were 
also still-born. To conform with the wish of the 
patient to have a living child, Von Klein performed 
a Cesarean section with relative indications at end 
of the tenth pregnancy as soon as the first labor 
pains occurred. Transverse position again was pres- 
ent. On*account of the distinct bicornicity of the 
uterus the author did not make a median longitudi- 
nal incision but a transverse incision over the 
fundus of one of the horns, and as the extraction of 
the child{was impossible he also incised the fundus 
of the other horn, including the septum. The upper 
end of the septum was 3 cm. thick and its lower 
border reached 12 cm. down from the surface of the 
fundus. The incision in the septum was closed by a 
few interrupted stitches to stop the hemorrhage. 
The uterus was closed with two rows of sutures. 
The patient was discharged as cured on the 14th 
day. The child lived. 

In both cases a uterus bicornis supra-semiseptus 
existed. The author considers the deformity of the 
uterus as the cause of the transverse position. In 
the second case he performed a bilateral salpin- 
gectomy to induce sterility. The unfavorable termi- 
nation of the former labors was due to the narrow 
pelvis. The prognosis of labor with transverse 
position and a bicornate uterus is not unfavorable if 
a physician is called intime. On the other hand, a 
patient in whom this complication has been diag- 
nosed during a former labor, should immediately call 
a physician at the commencement of labor as in such 
cases the transverse position is often repeated. 

NEBESKY. 


LABOR AND ITS COMPLICATIONS 


Cragin: Under what Conditions should Uterine 
Inertia be Treated by Artificial Delivery? Tr. 
Am. Gynec. Ass., 1913, May. 

By Surg., Gynec. & Obst. 

Cragin said uterine inertia was of greater impor- 
tance in the second stage of labor, especially if the 
membranes were ruptured and the pressure of the 
uterus came directly upon the child, than in the first 
stage, yet in several Cesarean sections performed 
during a prolonged first case the presence of meco- 
nium in the liquor amnii and the marked slowing of 
the foetal heart prior to the operation had con- 


vinced him of danger to the foetus from uterine in- 
ertia even during the first stage of labor. 

Uterine inertia associated with foetal heart sounds 
indicating danger to foetal life was one of the first 
types of inertia indicating artificial delivery. His 
plea was for studied, skilled, artificial assistance in 
the delivery before the mother and child were 
exposed to these dangers. 

There was one condition not usually classed as 
uterine inertia which the writer called attention to 
before closing his paper. It was the long delay which 
sometimes intervened between the rupture of the 
membranes and the uterine contractions of the 
first stage of labor. Patients sometimes presented 
themselves at the hospital with a history that their 
membranes had ruptured three, four, or even five 
days before their labor began. An unfortunate 
experience several years ago in which the feetal 
heart ceased before the laber was completed, and a 
study of the temperature charts of a number of these 
cases, convinced him that in many particulars they 
resembled cases of uterine inertia during actual 
labor; that there was foetal danger from interference 
with foetal circulation from prolonged pressure, and 
that maternal morbidity was common from sapremia, 
if not from bacteriemia. For these reasons he had 
made it a rule in recent years, both at the Sloane 
Hospital and in his private practice, to introduce an 
elastic bag into the cervix if uterine contractions 
had not started at the end of twenty-four hours 
from the time of the rupture of the membranes. 
The elastic bag as a rule not only brought on uterine 
contractions, but lessened the further escape of the 
liquor amnii and the results, both foetal and maternal, 
had seemed to justify the procedure. 

Davis stated, in discussion, that from the accu- 
mulated experience of the profession it seemed pitu- 
itrin came into practical competition with strychnia, 
opium and ergot, and Edgar had given a very valu- 
able hint as to the danger of pituitrin. All recognize 
the fact that in many cases opium, to the point of 
lessening nervous excitability and securing rest, was 
of the greatest value in bringing about the develop- 
ment of the physiology of labor, and all were aware 
of the very frequent experience of the unexpected 
and rapid delivery of multipare to whom had been 
given opium to secure rest, and how frequently the 
woman surprised herself—and us, most of all, when 
we were caught napping—but certain it was, opium 
in the general experience of the profession was the 
one sedative which was a stimulant to the ganglion 
which controlled the action of the uterus. As 
regards strychnia in comparison with pituitrin it 
seemed to him the difference between the two might 
be stated in this way: that strychnia given in 
moderate doses was a physiological stimulus to the 
ganglion supporting and maintaining uterine action, 
while pituitrin, and especially as indicated by 
Edgar, was a matter of more brief and more stormy 
result, and hence much more uncertain; and per- 
sonally, he had not felt that he could substitute 
pituitrin for the use of strychnia as a physiological 
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stimulant or aid in labor. The use of ergot was a 
thing to be carried out with great caution, and he 
still adhered to the belief that ergot should be given 
upon the emptied uterus only, and in Cesarean 
section one might lay aside ergot entirely oftentimes 
with advantage. As to contracting the dilating bag 
with the bougie as an inducer and promoter of labor, 
in connection with strychnia or pituitrin, it was of 
advantage in that it decidedly stimulated the 
mucous secretion of the cervix and was less apt to 
alter the mechanism of labor. 

Potak stated that no discussion of pituitrin in this 
society should go out without sounding a word or 
two of warning. He had had within the last three 
weeks a case of rupture of the uterus from the use 
of pituitrin. He had also seen within a month a case 
that was thrown into such violent uterine con- 
traction that anesthesia and morphia had to be 
used to control the spasm of the uterus; con- 
sequently, from his experience, which was com- 
paratively limited (only 76 cases), he had drawnsome 
conclusions that were only tentative, that pituitrin 
had little or no place in the first stage of labor; that 
it was dangerous so far as our experience was con- 
cerned unless there was absolute knowledge of the 
pelvis, particularly in outlet contractions and 
particularly in borderline contractions. 

Furthermore, in order to get the best use from 
pituitrin we should have a dilated or at least a dilat- 
able cervix, because injuries to the cervix had been 
just as Edgar had stated. He had found, further- 
more, that it had no value, as far as his limited 
experience had gone, in establishing uterine con- 
traction, in emptying the uterus in cases of incom- 
plete abortion. 

Another observation he had made was that where 
it was used in the third stage labor, he had gotten 
secondary relaxation in a sufficient number of cases 
to warn him that when he used it in the third stage 
it should be combined with ergot. 

Byrorp stated there was a mild form of inertia 
which in primipare meant a great deal perhaps in 
some cases, due to general exhaustion from mus- 
cular exercise of the prolonged first stage, or want 
of rest and exhaustion of the nervous system. He 
had seen many cases in which there was inertia of 
the cervix. The patient had an irritable condition 
of the parts, and would have if the first stage of labor 
was unusual in its length. At one time, when 
investigating the function of the membranes in labor 
with a view to preserving them, he got in the habit 
of using opium frequently, and in these cases the 
administration of opium would give rest, partic- 
ularly as it acted in contrast to the advice so often 
given to women to get around and try to stimulate 
labor. 

DICKINSON said that between foreign and Amer- 
ican obstetrics there was one great distinction. 
Kerr read a very able paper before this society on 
waiting or long delay in the second stage of labor. 
The German practice of delay in the use of the for- 
ceps or the infrequent use of the forceps as com- 
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pared with the American was most striking. He 
submitted the particular type of American woman, 
neurotic, easily tired from vigorous muscular exer- 
cise and anxiety, was a type to which the pituitary 
extract particularly applied. It was most fortunate 
to have had so lucid an exposition of the exact 
therapy of pituitary extract as Edgar had given. 

STUDDIFORD said one of the most important points 
in these three papers was that of calling attention to 
the dangers of pituitary extract. Enthusiastic 
reports sent around by the manufacturers led to the 
promiscuous use of pituitary extract with many 
unfavorable results. His own experience has been 
very much the same as that of Edgar. The pitu- 
itary extract was so uncertain in its action in the 
first stage of labor that it was apt to cause such bad 
results in the cervix that the cervix, it seemed to 
him, should either be fully dilated or dilatable, and 
was many times, but where the diagnosis was 
positive that there was no obstruction to rapid 
delivery, delivery could be brought about promptly. 
Therefore, the question of diagnosis was impor- 
tant in the management of these cases as well as the 
indication for treatment. An accurate diagnosis 
should be made before any line of treatment was 
followed out. 

GREEN stated that these radical papers were 
going out to influence general practitioners, and 
in the subsequent discussion something ought to 
be said as to what should be done in the way of pre- 
vention of uterine inertia. The average woman 
who was going to have a baby should be trained to 
go through the ordeal just as a good athletic trainer 
would teach men on a football team. She should be 
trained for the condition, and if this was done in a 
large proportion of cases the inertia would disappear. 
Furthermore, there were a great many women who 
were benefited during the last two months of preg- 
nancy by systematic treatment with iron, arsenic, 
and strychnia. He gave strychnia in small doses to 
women in the last two months of pregnancy. Ifa 
woman was in pretty good shape physically, was not 
tired, if she had a fair nervous system, she would go 
through labor pretty well if she kept moving around. 

WEBSTER said that in cases of uterine inertia 
associated with rigid, elongated, or hypertrophied 
cervix, he believed that the important measure of 
treatment was vaginal Cesarean section, and not 
abdominal Cesarean section unless there was con- 
traction of the pelvic outlet. 

As regards the use of pituitrin, he had been using 
it in the Presbyterian Hospital, Chicago, and his 
experience harmonized with that of Edgar, although 
the speaker had not used it perhaps in as many 
cases as had Edgar. 


Harrison: Uterine Inertia: Its Treatment. /7r. 
Am. Gynec. Soc., 1913, May. 
By Surg., Gynec. & Obst. 


It is important to recognize the distinction be- 
tween primary and secondary inertia. In primary 
inertia, before the rupture of the membranes, the 
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conditions obtaining are comparable to those exist- 
ing during pregnancy. Active intervention is not 
indicated. Patience on the part of the physician is 
essential and his aim should be to inspire the patient 
with courage and hope. She should not be confined 
to bed. After the escape of the liquor amnii, active 
intervention is indicated only if danger exists for 
the mother or child, and then the metreurynter is 
preferred. Vaginal hot water douches are liable to 
cause septic infection from injury to the epithelium. 
After dilatation the author prefers podalic version 
followed by extraction. When the head is resting 
on the perineum the forceps are indicated, especially 
in multipare with diastasis of the recti. The 
Kristeller-Doederlein method of expression has a 
limited application. With reference to drugs excit- 
ing uterine contraction, ergot should never be 
exhibited until after the birth of the child and deliv- 
ery of the placenta. The author has had no expe- 
rience with pituitary extract and its range of applica- 
tion is still sub gudice. Some authorities have 
recently advocated the employment of Cesarean 
section in certain cases of primary inertia when 
the mother’s life is in jeopardy. Primary inertia 
per se does not furnish the indication for such a 
procedure. Obstetric resources are amply adequate 
without recourse to surgery. 


PUERPERIUM AND ITS COMPLICATIONS 


Ward: The Treatment of Puerperal Sepsis at the 
Sloane Hospital for Women. Am. J. Obst., N. 

Y., 1913, Ixvii, 464. By Surg., Gynec. & Obst. 

In the event that a puerperal woman delivered at 
the Sloane develops a temperature, she is considered 
at first as a case of sapremia until it is otherwise 
demonstrated, and is treated as follows: On the 
first rise of temperature above 100.6° F. she is given 
a hot saline vaginal douche every 12 hours and an 
ice bag is placed over the fundus. Ergot is not given 
in such cases. If fever lasts for 24 hours or more, a 
hot saline uterine douche is given after a culture has 
been taken. In case temperature still is elevated 
after 24 hours and other symptoms supervene, the 
uterus is palpated under anesthesia, and foreign 
material is removed digitally, and a saline douche of 
the uterine cavity is made. In case the woman has 
been delivered elsewhere, so that the condition of 
the uterine interior is unknown, then this explora- 
tion is made at the outset of infection symptoms. 
Thereafter, daily intrauterine saline is given as 
long as there is a cloudy return of the douche water 
in the presence of temperature. Should fever 
disappear or the discharge stop, intrauterine manip- 
ulation is immediately discontinued. When infec- 
tion has invaded other parts, manipulations and 
examinations are reduced to the minimum, and 
nothing active is done except to incise when collec- 
tions of pus form, vaginally when possible. In all 
cases supporting treatment is instituted, nutritious 
diet given, and the patient isolated. The head of 
the bed is elevated and ice is applied to the abdomen. 


Ward says that nursing of the infants is always 
stopped as soon as sepsis is diagnosed. At Sloane 
a case has sepsis in case a “‘uterine temperature” 
persists for a week (unless the case dies earlier), and 
in case fever subsides earlier than this it is called 
sapremia. He has observed no undoubted benefit 
from sera or vaccines. N. SpROAT HEANEY. 


Findley: 
bitis. 


Treatment of Puerperal Thrombophle- 
Tr. Am. Gynec. Ass., 1913, May. 
By Surg., Gynec. & Obst. 

Findley reported ten cases, reviewing the litera- 
ture on the subject. With this review of his recent 
personal experience with puerperal thrombophle- 
bitis, together with the expression of opinions of 
many of the workers in the field of obstetrics, he 
submits the following for consideration: 1. The 
Trendelenburg operation is surgically correct in 
theory, but as a practical proposition it is a ques- 
tionable procedure. 2. The difficulties involved in 
the making of an accurate diagnosis before opening 
the abdomen are as yet insurmountable; further- 
more, it is not possible to judge with accuracy the 
extent of the infection within the veins or elsewhere 
after the abdomen is opened. One cannot rely upon 
the sense of touch to locate with certainty the limits 
of a thrombus nor can we judge with certainty the 
presence or absence of pus within the veins. Failure 
to find bacteria in the general circulation gives no 
absolute assurance of the localized character of the 
infection, nor can a physical examination of the 
lungs and other viscera exclude the possible presence 
of metastatic foci. 3. It is in direct violence to 
the rules of practice to traumatize tissues in the 
immediate neighborhood of a virulent infection. 

In reviewing the reports of cases the author has 
been seriously impressed with the boldness with 
which some operators violate this time-honored 
principle of surgery. If the infected veins are not 
dissected out, have they not locked the thief in the 
stable when they do no more than ligate above the 
zone of the infection? and if the infected veins are 
not dissected out do they not incur serious hazards in 
the way of disseminating the infection? Further- 
more, the risk of dislodging a thrombus in exploring 
the pelvic veins should be reckoned with. 4. It is 
a physical impossibility to ligate all the veins lead- 
ing from the genital organs and unless all channels 
are blocked there can be no assurance of check- 
mating the infection. Among the ardent supporters 
of the operation are those who would ligate the lower 
end of the vena cava and both spermatic veins, 
claiming that the collateral circulation can be 
depended upon to re-establish the return circulation. 
Is this not an argument in favor of the contention 
that the venous channels leading from the infected 
uterus cannot be wholly controlled by ligatures? 
5. The physical resistance of all cases of puerperal 
infection is far below par, a fact which makes us 
cautious in adding further to their burdens. We 
might well rob them of the little resistance they 


possess. 6. Little dependence can be placed upon 













































serum and vaccines in these cases. 7. Whatever 
may be the views on the question of ligation of veins 
or upon the administration of serum and vaccines, 
all are agreed that the body resistance may be sup- 
ported by fresh air and nourishing food. 


MISCELLANEOUS 


Taussig: Factors in the Formation of Skin 
Striations During Pregnancy. Tr. Am. Gynec. 
Ass., 1913, May. By Surg., Gynec. & Obst. 


Taussig, said only thirteen out of sixty primipare 
were free of skin striations. Skin striations occurred 
most frequently at several points and usually made 
their first appearance about the 6th or 7th month of 
gestation. In girls under 20 years of age, they were 
decidedly more pronounced and more frequently 
found than in older women. Obesity, particularly 
rapid increase in weight during pregnancy, predis- 
posed to the formation of stria, especially those 
about the breast and thighs. Lack of abdominal 
support during pregnancy, as in those who wear 
no corsets, favored the formation of abdominal 
strie. On the other hand, the tense and inelastic 
skin in which such striz were found was to some ex- 
tent a factor in subsequent abdominal relaxation. 
At any rate, abdominal muscular relaxation and 
abdominal skin striation went hand in hand. 
Perineal tears had apparently no relationship to 
skin striation. Finally, the persistent employment 
of proper skin massage would, in the great majority 
of cases, prevent the formation of the slightest skin 
striations. 


Fry: Demonstration of the Infant Pulmotor, 
with Remarks on Its Use in the Treatment of 
Asphyxia Neonatorum. Tr. Am. Gynec. Ass., 
1913, May. By Surg., Gynec. & Obst. 

The author said the introduction of the infant 
pulmotor into obstetric practice was so recent that 
he had not been able to collect any statistics of the 
value of the apparatus. Certainly it was vastly 
superior for resuscitation to the ordinary methods of 
artificial respiration. He had had no opportunity to 
test it in a serious form of asphyxia, the so-called 
asphyxia pallida, but in the livid form it had acted 
promptly and resuscitated the infant in about five 
minutes. Edgar said he had used the apparatus 
six or seven times in both asphyxia pallida and 
livida. The results were good, much better than he 
had anticipated, because at first he was doubtful 
of the value of the apparatus. Communication from 

Rochester reported the use of the pulmotor in five 

cases. In Case 2 it was unsuccessful. There was no 

heart action detected when the infant was born. 

In Case 4 it was likewise unsuccessful, but there was 

no mention of the heart action. In Case 1 the infant 

was born with marked asphyxia, but cardiac pulsa- 
tions were detected. The labor had been pro- 
longed but was terminated by mid-forceps applica- 
tion. The ordinary methods of resuscitation were 
employed for ten minutes without results. The 





88 INTERNATIONAL ABSTRACT OF SURGERY 


pulmotor restored life in ten minutes and the infant 
lived. Case 3. Pronounced asphyxia of the infant 
with heart action. After failure to resuscitate, the 
infant breathed after three or four minutes of the 
application of the apparatus. Case 5. A labor of 
thirty-six or forty hours’ duration wasterminated by 
a difficult, high forceps application. The infant had 
deformities of the extremities and had been born 
thirty minutes before the use of the pulmotor. The 
heart action was slow, eighty to ninety per minute. 
After forty to sixty minutes’ use of the pulmotor, 
the infant breathed, but died two hours afterward. 
The condition of the infant suggested strongly the 
existence of intracranial pressure. Efforts to resus- 
citate the infant should not be abandoned as long 
as there was any heart action. 

In discussing Fry’s paper, EpGar stated that he 
believed he had the first Draeger infant pulmotor 
that came into this country. It was more than a 
year ago. At first he looked upon the machine with 
more or less skepticism, thinking it was more of a 
plaything than anything else, but having used it 
for some time he found there was some value to it. 
They had one at the Manhattan Maternity which 
was ready for use in every operative case. They 
had had several cases which illustrated the value of 
the machine, but as Fry had said, the inspiratory force 
should not be run up to 25. He thought 1o or 12 
centimeters of force was sufficiently high. Although 
he had made no autopsies to prove it, he believed 
there was some likelihood of rupture of vessels when 
they ran the inspiratory force up to more than 10 
or 12 ¢. 

Potak stated that he would like to ask Fry if 
the pulmotor could be attached to the ordinary 
oxygen tank in caseofemergency. Fry replied that 
they had an extra attachment so that it could be put 
on an ordinary oxygen tank. 


Doazan: Etiology, Symptomatology and Sur- 
gical Treatment of Meningeal Hzmor- 
rhages in the New-born (Etiologie, symptomes 
et traitement chirurgical des hémorrhagies méningées 
du nouveau-né). Arch. gen. d. chir., 1913, vii, 10. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This paper discusses, principally, the surgical 
therapy of meningeal hemorrhages in the new-born. 
The profuse hemorrhages are generally productive 
of alarming symptoms. It is very important to 
study carefully the cases of hemorrhage producing 
trifling symptoms as these may be followed by 
irreparable injuries. The correlation between labor 
and meningeal injuries has probably remained 
unrecognized to date because so long a time, some- 
times several years, may elapse before any disturb- 
ances are manifested. MacMutt first called atten- 
tion to the concurrent meningeal cicatrices with 
Little’s disease. Hutinel suggested lumbar puncture 
in all asphyxiated new-borns: meningeal hzemor- 
rhages would then be found much oftener. Etiologic 
factors are: narrow and rigid vagine; all abnormal- 
ities that prolong labor, as malpositions and instru- 
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mental extractions (these, according to Gowers, 
produce hemorrhages in 20 per cent of the cases), 
the size of the child’s head, the degree of ossification 
and like conditions. The hemorrhages are also 
found in cases without trauma, e. g., in classical 
Cesarean sections, due to the fragility of the blood 
vessels so common in hereditary taints (syphilis, 
alcohol). We must differentiate between spontane- 
ous hemorrhage and that produced during labor. 
Hemorrhages in children are nearly always venous 
and occur most frequently in the subarachnoid veins. 
During labor the veins are torn either on account of 
injuries or increased blood pressure. Such hemor- 
rhages are most frequent in babies with soft, poorly 
ossified skulls that give poor protection to the 
underlying brain; secondly, in cases of rapid or 
sudden blocking or damming up of blood in the veins 
which is mechanically produced by asphyxia. These 
are the spontaneous hemorrhages. A third etiol- 
ogic factor is doubtful, viz., can the sudden bursting 
and emptying of the bag of waters produce hemor- 
rhage by negative pressure (or absence of counter- 
pressure) ? 

The symptoms vary in a marked degree. Some- 
times the babe is cyanotic when borne; if treated 
scientifically at once, breathing is established but 
the child does not cry and, if not stimulated arti- 
ficially, breathing soon ceases and the child dies. 

In other instances, resuscitation is successful and 
the child cries but remains passive and will not take 
to the breast nor swallow. After 2, 3, 4 or 5 days 
symptoms of skull compression, epileptic convul- 
sions, even Jacksonian epilepsy, rigidity, tremors 
or convulsions appear. Occasionally such symptoms 
will appear after a few days (up to the 6th day, 
Murphy) in a babe that appeared to be the picture 
of health. The pulse drops to 90 and the respiration 
is superficial, rapid and often irregular. The tem- 
perature chart is fairly accurate in the prognosis of 
these cases. If, in the first few days, a slight but 
persistent elevation of temperature is observed, the 
babe will live in most cases provided there is no 
infection. Elevation of temperature may be the 
only symptom of cerebral pressure. Hemorrhage 
near the sulcus Rolandi produces at first circum- 
scribed symptoms, monoplegia, often motor dis- 
turbances, tremors, convulsions, and, finally, affects 
only one of the lower extremities. The general 
health is impaired early. If the condition begins 
to improve, the life of the patient is no longer 
threatened, but later mental defects may appear. 
Permanent defects at the base of the frontal or 
parietal lobes are followed later by epilepsy, Little’s 
disease, strabismus, deafness, defects of speech, 
facial paralyses, and many other pathologic con- 
ditions. It is very important that an early diagnosis 
of intra-cranial hemorrhage be made as the success 
of therapy depends upon immediate action. 

Formerly treatment consisted of the application of 
leeches to the processes mastoidens, baths, chloro- 
form and ether inhalations, and later, lumbar 
puncture which does not always produce the desired 


results. Finally the advice to operate came from 
America. Chipault suggested trephining the skull 
and incising the dura mater. ‘The operation is 
simple and of short duration. Cushing was the 
first to perform this operation in 1903. He had nine 
such cases, of which four were absolutely successful. 
The operation was done between the second and the 
twelfth day. Three times it was necessary to do the 
bilateral operation. Technical details of the opera- 
tion are described by the author. Seitz modified 
the operation by opening into the dura mater at the 
lowest point possible. Simmons avoided trephining 
by making a short curved incision from the large 
fontanelle along the anterior superior border of the 
parietal bone. After dividing the fura, the blood 
clots were removed. As a preparatory treatment 
he gives an injection of 30 cm. salt solution several 
times. This procedure was successfully employed 
by Gilles (Toulouse) in a case after lumbar puncture 
failed. If serious symptoms occur later, one can 
always resort to trephining. The surgeon should 
employ the methods in the following order: Lumbar 
puncture; if no improvement is noticed, the fonta- 
nelle incision should be made while the dura is still 
tense; trephining the skull should be considered last 
of all. E. ZWEIFEL. 


Ries: Chorionic Villi in the Uterine Wall 18 Years 
after the Last Pregnancy. Am. J. Obst., N. Y., 
1913, Ixvii, 433. By Surg., Gynec. & Obst. 

Ries in this article gives complete history and 
microscopic findings in a case which he operated 18 
years after her last pregnancy for multiple fibroids 
of the uterus. Protruding from a vein on the cut 
surface of the cervix of the uterus, which was 
removed supravaginally, was a fine thread-like 
string, which upon dissection could be traced as 
far as the cornu of the uterus. Microscopic exam- 
ination showed a vein filled with villi which had 
undergone hyaline degeneration and which were 
covered with a single layer of endothelioid cells. 

The rest of the uterus, except for multiple fibroids, 

presented no unusual microscopic changes. Ries 

draws attention to this case of benign survival of 
chorionic villi for so long a period as of importance 
in the probable explanation of chorio-epithelioma 
at times remote from pregnancy. 

N. SpROAT HEANEY. 


Leonard: The Difficulty of Producing Sterility 
by Operation on the Fallopian Tubes. Am. 

J. Obst., N. Y., 1913, Ixvii, 443. 
By Surg., Gynec. & Obst. 


Leonard reviews the various proposed methods 
of producing sterility by operations upon the tubes, 
and relates the reported instances ef pregnancy fol- 
lowing the various operations, reporting two cases 
of pregnancy occurring after ligation of the tubes. 
He concludes that, classically and experimentally, 
the wedge-shaped excisions of the uterine ends of the 
tubes has been the most satisfactory means so far 
devised. N. Sproat HEANEY. 
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Rongy: The Use of Foetal Serum to Cause the 
Onset of Labor. JN. Y. St. J. M., 1913, xiii, 119. 
By Surg., Gynec. & Obst. 

The author reviews the experiments of Von der 
Heide, who was the first to use foetal serum in the 
induction of labor and for inertia of the uterus, and 
reports 19 cases in which he used the serum. He 
followed the methods and dosage of Heide with some 
slight modifications to suit the individual case. 
The serum was prepared as suggested in Heide’s 
original paper and injected intravenously. Al- 
though the results were negative in 7 of his cases, and 
at least in 8 of the cases reported by Heide, he be- 
lieves that it has been demonstrated that feetal 
serum will cause the onset of labor. 

‘Von der Heide considers his results in reference 
to the onset of labor as an anaphylatic reaction. 
He thinks that normally the birth act is brought 
about by the slow transmission of foetal substances 
into the blood of the mother, which give rise to the 
formation of antibodies—“‘labor substances,” as he 
terms them. Toward the end of gestation these 
substances are transmitted to the blood of the 
mother in excessive amounts. That there is a 
deluge of these substances is proven by the con- 
tractions which arise in the last weeks of preg- 
nancy and also by the uniform results obtained by 
the injection of foetal serum in inertia.” 

C. H. Davis. 


Pari: Hypophysis Extract in Obstetrics (L’estratto 
ipofisario in ostetricia). Gazz. d.osp. e de clin., Milano, 
1913, XXxiv, 84. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The indications for administering the extract are 
atonic hemorrhages and weak pains. The experi- 
ments did not correspond and hence opinions dif- 
fered, owing to the inconstancy of uterine effects 
that were often overshadowed by the secondary 
effects, such as discomfort, tinnitus auricum, fear, 
etc., and, objectively, as albuminuria and even 
eclampsia. Unfavorable effects upon labor pains 
were infrequent; sometimes the uterine contractions 
were tumultuous or tetanic, threatening the life of 
the babe in utero. Rarely there occurred atonic 
hemorrhage an hour after labor, due, no doubt, to 
the relaxation of the musculature following the 
artificial stimulation. Hamm-Rieck found a stric- 
ture of the internal os resulting from the injection. 

Eisenbach found the results not to be uniform in 

consequence of the different dosages, indications and 

sensitiveness during the various periods of gestation. 

The response is greatest towards the end of gesta- 

tion and almost negative during the first half. The 

different parts of the gland are different in their 
effects. Pituglandol Roche contains .1 gland sub- 
stance in cc.; dose 1-2 cc. intramuscularly. Re- 
peatinoneormorehours. If the contractions cease, 
become weaker or less frequent, the author gives 
stronger doses repeatedly. In thirty cases Eisen- 
bach found the labor pains to be of physiologic char- 
acteristics, never colicky nor tumultuous, though 





occasionally the uterus remained tense during the 
interval, but never was there cause for anxiety. 
}.The first contractions occurred 3-10 minutes after 
an injection; the maximal power appeared in 30 
minutes, generally, and decreased in another 30 
minutes; infrequently the effect lasted until labor 
was completed. Never were injurious effects 
noticed upon mother or babe. It is of practical 
importance that there never was anything patho- 
logical found post-partum which could be attributed 
to the extract. The after-pains were never specially 
severe. In eighteen of the author’s cases, the effect 
was unsatisfactory in five and prompt in eleven. 
Eisenbach claims this preparation to be efficacious 
and necessary, as in numerous cases of atonic hem- 
orrhage results were rapidly obtained. Massage 
and ergotin were resorted to in all cases and, when 
these failed, pituglandol was injecte with good 
results. The author arduously recommends pitu- 
glandol, especially when ergotin fails. Eisenbach 
says: Pituglandol is not infallible in producing labor 
pains but it is the best method available for that 
purpose, at present. The proper selection of this 
extract insures favorable results in cases of weak 
contractions and often prevents the application of 
forceps and other artificial means of delivery. Abor- 
tion is not induced. The extract is specially indi- 
cated in atonic hemorrhages. BERBERICH. 


Edgar: Pituitary Extract in Uterine Inertia. Tr. 
Am. Gynec. Ass., 1913, May. 


By Surg., Gynec. & Obst. 


Edgar reported seventy cases of which records 
had been kept, and these cases were from two hos- 
pital services, namely, Bellevue and Manhattan 
Maternity, and from private practice. They in- 
cluded in the first and second stages of labor, thirty- 
nine cases; immediately after the third stage, nine- 
teen cases; in Cesarean section six cases; and for 
the induction of abortion six cases. He drew the 
following conclusions: 1. Ampules or vaporales of 
the drug should alone be employed, as in his expe- 
rience constant results failed when the pituitary 
extract in bulk solution was used. 2. There were 
three reliable proprietary preparations of the drug 
now on the market; all of these were used at dif- 
ferent periods in his cases. 3. For decided action 
0.4 gram of the drug was usually called for, although 
in ordinary cases, with little obstruction, half that 
dose was found sufficient. 4. As the effect of the 
drug lasted but 30 minutes, repetition of the dose 
was often called for. 5. Intramuscular injection 
was usually satisfactory, causing no local reaction or 
pain. Further, no toxic symptoms were observed 
from the use of the drug even in maximum doses. 
6. Pituitary extract might be combined with ergot 
when the action of the former failed, and with heart 
stimulants in shock cases, without compromising 
the actions of these drugs. 7. Pituitary extract 
had no place in normal labor; the administration 
should be confined in obstetrics to instances of 
primary and secondary inertia, to post-partum 
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hemorrhage and Cesarean section, in the last as a 
substitute for ergot. 8. The drug produced strong 
intermittent uterine contractions often prolonged 
for several minutes. He had never observed true 
continuous tetanic uterine contractions (tetanus 
uteri). 9. Although theoretically the uterine 
contractions were intermittent, practically in the 
face of resistance, the contractions approached to 
the continuous in character and clinically might be 
so reckoned with. to. Full and even small doses 
of the drug in the first stage of labor had caused in 
his cases fatal compression of the foetus, premature 
separation of the placenta, and deep rupture of 
the cervix. 11. In the first stage or where some 
obstruction existed in the second stage, he gave 
small tentative doses of pituitary extract, not with 
complete delivery by means of the drug in view, 
but to bring the head within easy reach of a simple 
forceps operation. Seven of his thirty-nine cases 
were thus treated. 12. Pituitary ‘extract acted 
promptly and efficiently in most of the thirty-nine 
cases of inertia in the second and first stages. Its 
actions were more positive in multipare than in 
primipare; it acted better at full term than in 
premature cases; also better in the second than first 
stage of labor, and when administered shortly after 
the spontaneous artificial rupture of the membranes. 

In the eighteen cases in which the drug had been 
used immediately after the third stage, for post- 
partum hemorrhage due to inertia, his results were 
disappointing, so much so that he considered its 
action here most unreliable and not as positive as 
the ergot preparations. , 

In eighteen post-partum cases, he found no effect 
of the drug in two cases; it was necessary to use 
ergot in two instances; hot acetic acid douche in two 
more; to pack the uterus in seven cases, and in the 
remaining six cases only were good uterine con- 
tractions observed. 

13. In Cesarean section he could not observe 
any advantage of pituitary extract over ergot, aside 
from the observation that the former acted more 
promptly and hence need not have been admin- 
istered so early in the operation. 14. In induction 
of labor the drug failed to initiate contractions, but 
apparently initiated them after the use of gauze, the 
bougie or hydrostatic bag for inducing labor. His 
belief was that the drug strengthened alreadyexisting 
contractions not yet apparent to patient or physi- 
cian. 15. For primary inertia in abortion cases 
his results with the drug were disappointing. 16. 
For atony of the bowel and bladder and as a galac- 
tagogue his results were frankly negative. 17. 
The dangers to mother and child in the indiscrimi- 
nate administration of this drug for primary or 
secondary inertia of the first or second stage of labor 
must be reckoned with. 

Only a few of the thirty-nine cases of inertia were 
frankly in the first stage of labor and these were 
earlier cases. The remainder were of the second 
stage, or borderline cases just merging into the second 
stage. 


He considered the use of the drug in the first stage 
a dangerous practice, liable to cause death or deep 
asphyxia of the foetus, separation of the placenta, 
uncalled-for laceration of the cervix, and possible 
uterine rupture. 

18. Of his thirty-nine cases of inertia in the 
first and second stages, he had to report two and 
probably four stillborn children, deaths due, in his 
opinion, to the use of pituitary extract before full 
dilatation, and three instances of deep laceration of 
the cervix requiring suture to control the bleeding. 
19. He looked upon the use of pituitary extract 
before full dilatation or dilatability of the cervix 
as equivalent to the use of ergot at this time. In 
fact, it was probably more harmful than ergot, by 
reason of the more powerful contractions produced 
and the uncertainty of its action. 20. He had 
repeatedly observed prolonged tempestuous con- 
tractions, when the drug was given in the face of too 
much resistance, closely simulating tetanic con- 
tractions of the uterus (tetanus uteri). 21. The 
action of the drug was most uncertain. One could 
never predict in a given case, either from the 
amount of the drug administered, or from the 
character of inertia and the obstruction to be over- 
come, how powerfully the drug would act upon 
the uterus. 22. He had repeatedly observed both 
in private and hospital practice 0.2 gram of pitu- 
itary extract, half the usual dose commonly em- 
ployed, produced such prolonged and powerful 
uterine contractions that uterine rupture was 
imminent and anesthesia was required to control 
the action of the drug on the uterus. 23. In his 
opinion the drug should never be employed for 
inertia in any stage of labor, unless anesthesia was 
at hand forimmediate use, and preparations complete 
for immediate operative delivery, if necessary, to 
avoid uterine rupture. 24. Finally, with due 
regard to its action, and possible dangers, pituitary 
extract was a most valuable addition to our resources 
for the treatment of primary and secondary inertia. 


Bobrie: Arsenobenzol in Obstetrics (L’arsénobenzol 
en obstétrique). Amn. d. med. vén., Par., 1913, viii, 55. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 
At the fifteenth Congress of the Obstetric Society 
of France the author presented a review of the re- 
ports on salvarsan therapy in obstetrics. Sauvage, 
according to the observations of his own cases and a 
study of cases collected from the literature (142 
cases in all), is very reserved in his opinion regarding 
the merits of this remedy and does not intend dis- 
continuing the old mercury treatment. Sauvage 
employs the new method only in cases not benefited 
by the old treatment, and mentions the manifold 
disturbances caused by salvarsan treatment, espe- 
cially its ill effects upon the liver and kidneys. 
Chambrelent tabulated all cases reported to date of 
children treated by salvarsan therapy. The results 
of indirect treatment, viz., by the milk of mothers 
injected with salvarsan, are not at all satisfactory, as 
in most cases relapses have occurred. Salvarsan 
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Fig. 1. (Good.) 


subcutaneously administered has not yet shown 
satisfactory results. The maximal dose is 10-15 
milligrams of salvarsan per kg. of body weight. The 
intravenous injection is too dangerous in children. 
Fabre and Bourret also believe that the old mercury 
treatment should be continued, but recognize sal- 
varsan as a valuable addition to medicinal agents 
for coping with lues. By combining salvarsan with 
mercury and iodine therapy, syphilis is more energet- 
ically attacked and more speedily improved. 
Though the children of mothers treated with salvar- 
san manifested no symptoms of syphilis during their 
short stay at the clinic, yet relapses occurred later, 
according to the investigations of Lemeland and 
Brisson. These observers claim that neither sal- 
varsan nor neosalvarsan are well adapted for general 
practice, owing to the difficulty of administration, 
etc. Bar records few favorable results and has had 
some unfortunate experiences. The most cele- 
brated French obstetricians do not subscribe to the 
dermatologists’ enthusiasm for salvarsan. 
PENKERT. 


Good: A New Obstetrical Rubber Bag. 
Gynec. & Obst., 1913, Xvi, 320. 
By Surg., Gynec. & Obst. 

No longer can there be any doubt as to the 
efficacy of the rubber bag in dilating the parturient 
cervix. A rubber bag filled with water exerts an 
equal pressure in every direction, consequently it 
is the nearest approach to the amniotic bag of waters. 

The author feels that the idea! bag is one that will 
exert an equal pressure everywhere (a pressure on 
both the entire cervix and the lower uterine segment) 
that will not displace the head, and that is easy of 
introduction. 

Fig. 1. shows the bag before it is filled with water. 
It is mushroom-shaped and has two separate com- 
partments. Compartment A is for cervical pres- 
sure, and compartment B for pressure on the lower 
uterine segment. Tube C is for filling compart- 


Surg., 


ment A, and tube D, which runs directly through 
compartment A, is for filling compartment B. 

Fig. 2 shows the bag with both compartments 
filled with water. 


Compartment A is 3 inches long 





Fig. 2. (Good.) 


and 14 inches in diameter. Compartment B is 314 
inches in diameter and 34 inch from its base to its 
top, thus causing but little displacement of the head. 

This bag has been used in several cases with ex- 
cellent results. 


McDonald: Diagnosis of Early Pregnancy. Am. 
Med., 1913, xix, 169. By Surg., Gynec. & Obst. 
The author believes that the most important 
signs from which early pregnancy is to be deduced 
are those found on vaginal examination. These he 
divides into two groups: First, the congestive 
signs: blush and flush of the vaginal mucosa, 
blush and softening of the cervix. Second, the 
uterine signs, including enlargement of the uterus, 
softening of the uterus, intermittent uterine con- 
tractions, Hegar’s sign, and the author’s sign. 

A table of 100 cases arranged in percentage order 
gives the frequency of the above signs in the early 
weeks and in which weeks they most often appear. 

In the congestive or Jacquemin’s sign the author 
calls attention to the fact that the violet spot appears 
first on the anterior vaginal wall about a thumb’s 
breadth below the urethra. The cervical blush 
appears about the tenth to twelfth week in the 
majority of cases. Softening occurs at about the 
same time and begins on the outside and extends 
inwards. 

Theearly enlargement of the uterus is asymmetrical 
in nearly one half the cases before the seventh week 
and only uniformly enlarged at the tenth week 
after the last period. The uterus takes on a soft 
doughy consistency with hard button-like spots in 
it. These spots disappear at the tenth week. 

The author’s sign of flexibility of the isthmus, 
or “Hinge Sign of Pregnancy,” as McDonald calls 
it, is present in 97 per cent of his cases recorded. To 
elicit it, the bladder is first emptied completely, then 
the fundus is brought forward with the abdominal 
hand. The vaginal hand presses upward and 
forward on the cervix, the isthmus in early preg- 
nancy bending easily so that the uterus and cervix 
may lie practically side by side. ‘‘ Flexibility of the 
isthmus is in itself an expression of this sign.” 

EUGENE Cary. 
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KIDNEY AND URETER 


Caulk: Incrustations of the Renal Pelvis and 
Ureter. Tr. Am. Ass. Genito-Urin. Surg., 1913, 
May. By Surg., Gynec. & Obst. 


The author presents four cases of incrustations 
with calcium salts along the upper urinary tract. 
In the first case these were located around one of the 
renal papille; in the second, they lined the posterior 
wall of the pelvis, and in the third, an incrustation 
about one and one half inches long was present in 
the upper ureter, and one, about three fourths of an 
inch long at the juxtavesical ureter. The author 
starts with a brief review of the causes of calcareous 
infiltration, and states that the great majority of 
authors agree that necrosis is the prime factor in 
such formations. Among the predisposing in- 
fluences are mentioned such diseases as typhoid 
fever, diphtheria, cholera, auto-intoxications, icterus, 
eclampsia, gout, and diabetes. Poisons which may 
predispose to this disease are cantharides, corrosive 
sublimate, chromates, oxalic acid, aloin, glycerin, 
phosphorus, arsenic and vinylamin. 

The rationale of the deposition of salts in the area 
of necrosis is not definitely established. Various 
theories are: the presence of fatty acids with which 
the calcium may form insoluble soaps, and proteids 
capable of uniting with calcium and phosphorus, 
have all been advanced as determining factors. 

The cases within the renal pelvis were diagnosed 
as renal calculus and the true nature of the lesions 
was only determined at operation, which was 
nephrotomy. The author believes that nephrotomy 
is the operation of choice in such cases, as pyelotomy 
would not provide sufficient exposure to insure 
the complete removal of the incrustation. 

The diagnosis of the ureteral cases was made on 
the following points: First, a faint X-ray shadow; 
second, passage of crushed eggshell-like material, 
after manipulation with the ureter catheter; third, 
passage of the catheter through the obstruction, 
relieving the patient of symptoms, X-ray shadow 
still persisting and finally the disappearance of the 
shadow after several manipulations with the ureter 
catheter. This seems to differentiate the true 
incrustation from a calculus or sandy impaction. 

In the treatment of the incrustations along the 
ureter the author mentions three procedures: 
First, the exposure of the ureter and opening it along 
the whole length of the incrustation and removing 
all of the material under the guidance of the eye. 
This procedure, he believes, should only be attempted 
as a last resort as the chance of secondary stricture 
would be extremely grave, and in all probability 
nephrectomy would have to be the final issue. The 


second procedure consists of opening the ureter 
and by means of a small blunt curette, which is 
introduced into the lumen, removing the calcareous 
material. Third, removal by means of the ureter 
catheter. This last precedure is believed to be the 
method of choice, at least it should be given a trial 
before more radical measures are attempted. By 
this method the author was able to remove com- 
pletely the incrustations of the two cases reported. 


Oppenheimer: Pyelitis (Die Pyelitis). 
Chir., 1913, i, 17. ; 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Ztschr. f. urol. 


Oppenheimer details carefully the pathology of 
pyelitis after observation of 100 cases, seventy-six 
of which were under his care. In the vast majority 
of cases the coli bacillus was present; in two instances 
a new finding was noted inasmuch as the bacterium 
fecalinum alcaligenes was isolated. In regard to 
the manner of infection, Oppenheimer suggests the 
following opinions: 

Ifa remote pus accumulation is considered to be the 
source of infection, the infection of the renal pelvis 
takes place via the blood stream. Such is also the 
case even when the original source of infection is 
unknown and where there is an obstruction of the 
ureter high up and the distal part of the urinary 
tract is found negative. In case of inflammation of 
the lower urinary tract (trigonitis) with changes in 
the ureteral orifices, esp. in lower placed obstruction 
to the ureter, then an ascending type of infection is 
probably present. He details further symptoma- 
tology, course and diagnosis of the various types of 
pyelitis; the unusual gonorrhceal, the pyelitis follow- 
ing intestinal disturbances, pyelitis as an effect of 
stuprum, and pyelitis of children, especially that of 
little girls. While ascending infection is possible, 
Oppenheimer considers the descending type as more 
likely to obtain in the majority of cases, inasmuch as 
cystitis is often absent. Two cases were observed 
after infectious diseases. In regard to the patho- 
genesis of pyelitis in pregnancy Oppenheimer be- 
lieves that infection is of first importance and passive 
congestion of secondary consequence. Therapeuti- 
cally, the following fundamental principless were 
followed: 

Every acute pyelitis is to be treated conserva- 
tively, unless there is some definite reason otherwise; 
namely, by rest in bed, the use of large amounts of 
fluids and urinary antiseptics. Alcali mineral waters 
are contra-indicated, rather drop doses of HCl. 
For the first week a strict milk diet is permitted, 
then for the next ten days a milk and vegetable 
diet. The patient remains in bed for ten days after 
all fever has disappeared. Forced intake of fluids, 
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according to Rovsing (6 to roliters per day), is ad- 
missible. As urinary antiseptic salol in large doses 
is given (4 to 5 gm. daily). In spite of the presence 
of phenol in the urine, no renal lesions or distur- 
bances have been noted, and no miscarriage pre- 
cipitated. Instead urotropin in large doses may be 
advised (4 to 5 gm.), especially in after-treatment. 
The use of borovertin, hexal, etc., demonstrated no 
better results than the afore-mentioned drugs. In 
seven cases the patients were to rest in bed on the 
back and not to turn on the side. 

The author noted no influence from vaccine treat- 
ment tried in two cases. The great majority of 
acute pyelitis cases recover on this mode of treat- 
ment, though it may require several months and 
after repeated recurrences. Ureteral catheteriza- 
tion in the acute stage is indicated either with or 
without lavage of renal pelvis, only in the presence 
of intense congestion, severe pain and poor general 
condition of the patient. Its use in the subacute 
type is recommended when the fever does not 
spontaneously disappear. With this condition as 
indication, Oppenheimer catheterized the ureters 
in three cases with excellent results, while during the 
acute stage he made use of the procedure but once, 
and then without any benefit. Lavage of the renal 
pelvis is uncertain;-permanent drainage for fourteen 
days is recommended. While the author does not 
consider nephrotomy a harmless procedure, when 
other methods fail in severe cases it must be resorted 
to. KNorr. 


Ertzbischoff: The Pathological Physiology of 
Renal Decapsulation and the Indications 
and Contra-indications for the Operation. 
Am. J. Urol., 1913, ix, 138. 

By Surg., Gynec. & Obst. 

The author reviews concisely the pathological 
and experimental work bearing on renal decortica- 
tion, its effect on the renal tissues and the resulting 
physiological changes, concluding with indications 
and contra-indications for the operation. 

He does not support Edebohl’s theory of the 
pathology; i. e., that regeneration and proliferation 
of renal epithelium occurs, besides “‘neovasulariza- 
tion.” He points out that clinically there are often 
striking immediate results, such as cessation of 
pain and hematuria, increase in diuresis, etc. He 
mentions Jaboulay’s theory of vasomotor change 
in renal vessels resulting from stretching of the 
sympathetic nerve-fibres in the pedicle. While 
Claude and Balthazard have shown experimentally 
that the proportion of urea and salts excreted are 
increased, he believes it is generally agreed that this 
is not due to actual increased blood supply; but, 
according to Mongour, is the result of lessened 
intravenous tension and consequent rise of arterial 
pressure within the kidney, causing improved 
elimination. 

The ulterior effects, cessation of cedema and 
diminution in amount of albumen are not constant; 
but heart and eye conditions are usually benefited. 


There is no evidence to support the fear that future 
trouble may arise from the contraction of the new- 
formed capsule or adhesions about the kidney. 
Excepting Edebohl’s, there are no case reports tend- 
ing to show the operation to be curative. The 
author believes it merely to be palliative by lessen- 
ing any temporary renal insufficiency which is 
superadded to the nephritic lesion. It may, how- 
ever, arrest the evolution of the nephritic process. 
He mentions indications for the operation in acute 
and chronic cases, and discusses briefly the question 
of unilateral or bilateral decortication, and the use 
of renal sufficiency tests in diagnosis of the lesion. 
H. Binney. 


Pousson: Contribution to the Surgery of Nephri- 
tides (Beitrag zur Chirurgie der Nephritiden). Berl. 
klin. Wehnschr., 1913, 1, 381. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In order to place the surgical treatment of the 
nephritides on a broader basis in the future, it is 
necessary to establish the indications and contra- 
indications exactly. Nephrotomy removes the 
intrarenal tension, further it relieves the organ by 
the copious hemorrhage, through which microbes, 
necrotic epithelium blocking the urinary tubules and 
toxines are swept away and, finally, the various 
secreta are removed by the prolonged drainage of 
the pelvis of the kidney. The effect of splitting the 
kidney must be considered in both forms of acute 
nephritis, the toxic as well as the infectious. Sur- 
gical intervention is urgently required when internal 
remedies, as diuretics, venesection, etc., failand when 
in addition to fever with a severe general distur- 
bance a diminution in the quantity of urine secreted 
takes place. Nephrotomy must be considered first, 
then decapsulation; not nephrectomy, because the 
kidney as an excretory organ, even when itself 
diseased, helps to eliminate toxic-infectious bodies 
from the organism. Among the chronic nephritides 
the painful forms will be the first discussed. The 
pain originates partially from the pressure exerted 
by the sclerosed capsule on the organ, partially from 
the congestion of the parenchyma produced by the 
morbid process. The ‘painful’ nephritides are only 
exceptionally Bright’s, more often they are caused 
by nephrolithiasis, inflammatory affections of the 
adnexa, trauma, etc. Among the operations to be 
considered for this form of chronic nephritis pref- 
erence must be given to nephrotomy, which may be 
combined with capsulectomy. The hematuric 
nephritides are characterized by being mostly par- 
tial, i. e., the process is confined to small areas of the 
parenchyma. The circulation is disturbed by these 
lesions; there is a stasis of blood in the capillaries 
and canals, which easily leads to rupture of the 
atrophic and diseased vessels. Here also nephrot- 
omy can regulate the swelling of the parenchyma. 
Pousson secured more favorable results with it than 
with nephrotomy. The chronic nephritides, which 
are complicated by severe and threatening sympto- 
matic accidents, and in which, therefore, palliative 
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treatment should be instituted, present the three 
chiet symptoms, cedema, uremia, and _ oliguria, 
either singly or in various combinations. Among 
153 cases treated by operation, sixty-three operative 
deaths are to be recorded, i. e., a mortality of 41 
per cent. 

Of ninety cases, twenty-four died after an in- 
terval of three months to two years from acci- 
dents which must still be brought in connection 
with the chronic nephritis, or from recurrences; 
those operated for uremia remained alive for the 
longest time. Sixty-six are living and were observed 
over larger intervals. The operative mortality is 
the least in patients suffering only from cedema, and 
the greatest when urcemia and oliguria without 
cedema are present. A middle place is occupied 
by the cases with oedema and uremia, which are 
still favorable, compared with those presenting all 
three symptoms. Among the sixty-six observed 
for a longer time, there were registered twenty-three 
markedly improved, twenty-five improved, three 
slightly improved and six without improvement. 
The ocular disturbances in the course of the disease 
must also be considered among the indications, as 
functional disturbances do not contra-indicate 
operative interference, while in the presence of 
anatomical changes an operation must be considered 
with great reserve. Further contra-indications are 
myocarditis, atheromatous degeneration of the 
larger vessels, and severe pulmonary phenomena. 
Decapsulation was carried out in the majority of 
cases; but even here nephrotomy is justified, notably 
in severe uremic intoxication. The question, 
whether operation (decapsulation or nephrotomy) 
can provoke a healing of the morbid process in the 
kidney, Pousson would answer in the negative; 
but, at any rate, the relief of pressure in the organ 
produces a compensatory hypertrophy of the 
uninjured areas. RuBRITIUs. 


Henschen: Nephropexy by Suspension with 
Transplanted Fascia (Nephropexie vermittelst 
transplantativer Bildung einer fascialen Aufhinge- 
kapsel). Arch. f. klin. Chir., 1913, c, 962. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Henschen has developed a method of operation 
for floating kidney which obviates the disadvantages 
of unipolar fixation. It consists in enveloping the 
organ in a large non-pedicled flap of fascia lata. 
He employed this procedure in one case with success. 
The patient was a slender woman, 32 years of age. 
A flap 20-15 cm. was taken from the fascia lata. 
This flap was divided in half by a longitudinal inci- 
sion up to its center; here a hole was cut for the 
hilus of the kidney. The fascial flap was then 
folded about the kidney and fixed by fine silk 
sutures. Finally the fascia] flap was attached to 
the quadratus lumborum, the lumbodorsalis and 
the muscles of the posterior wall of the renal niche. 
The result was good and permanent, as could be 
ascertained at a subsequent examination. 

NORDMANN. 


Legueu: The Clinical Value and Interpretation of 
the Constant of Urea Secretion (Valeur clinique 
et interprétation de la constante uréo-sécrétoire). J. 
@’ Urol., 1913, iii, 289. By Journal de Chirurgie. 

Nephritis, usually of a mixed type, is present in 
all cases of obstruction of the lower urinary tract; 
there is also a varying degree of arterial hyperten- 
sion; in the blood there is an excess of nitrogen or 
chlorides, or both. 

Legueu dwells upon the symptom-complex due to 
nitrogen retention in the blood, and shows the value 
of Ambard’s constant of urea secretion and how it 
completes the dosage of the blood urea, and how it 
must be interpreted in surgical work. This constant 
is based on the following laws of urea excretion, as 
set forth by Ambard: (1) When a kidney eliminates 
urea under a constant concentration, the output 
varies in direct proportion to the square of the urea 
concentration of the blood; (2) when, the urea con- 
centration of the blood remaining constant, the 
concentration of the excreted urea varies, the urea 
output is in inverse proportion to the square root of 
the urea concentration of the blood; (3) when the 
urea concentration of the blood and that of the 
urine both vary, the urea output varies in direct 
proportion to the square of the urea concentration 
of the blood, and in inverse proportion to the square 
root of the urea concentration of the urine. 

There is, therefore, in all individuals, a constant 
proportion between the urea content in the blood 
and the square root of the urea output; which pro- 
portion is the constant of urea secretion. Said con- 
stant is normally about 0.070. When the power of 
urea excretion of the kidney is impaired, it rises and 
approximately reaches 0.100 in individuals having 
lost about half of their excreting power. These 
figures are accepted as a basis for the clinical inter- 
pretation of Ambard’s constant. Other pathological 
conditions lower the constant, for instance, nephritis 
of the dropsical type (called by French authors 
hydropigenous), and albuminuria. Consequently, a 
lowering of the constant is almost as important as a 
raising of the same and a figure markedly below 
0.070 is suggestive of hydropigenous nephritis. 

In renal surgery the study of the constant of urea 
secretion is a safe guide for operative indications and 
contra-indications. It is particularly valuable when 
ureteral catheterization cannot be performed or 
when, after ureteral catheterization, there remains 
a doubt as to the value of the supposedly sound kid- 
ney, or when bilateral lesions are suspected. If the 
constant is above 0.120 the lesions are very likely 
bilateral; if below o.110, the other kidney is sound 
and nephrectomy is indicated. 

The same constant affords valuable data in the 
surgery of obstructions of the lower urinary tract 
and particularly when it comes to deciding for or 
against prostatectomy. Cases of prostatic hyper- 
trophy belong to one of the three following groups: 
(1) Those having a high constant, 0.200, or more; 
the nitrogen content of the blood is also high, 1 gm. 
or more. These patients are inoperable, at least 
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temporarily, until preliminary treatment and diet 
bring about improvement. (2) Those having a low 
constant, 0.120 or less; these are good risks, provided 
the low constant be not due to a concomitant hydro- 
pigenous nephritis. (3) Those having a constant 
varying between 0.120 and 0.159, with a nitrogen 
content in the blood of about 0.40 to 0.70 gm. 

But, in all cases, the results of the study of the 
constant of urea secretion must be interpreted and 
qualified by the parallel study of the elements char- 
acteristic of hydropigenous nephritis, namely, albu- 
min and disturbances of the excretion of water. 
The constant is a safer criterion than all other known 
tests of renal function. It clearly brings out opera- 
tive contra-indications, and enables us to select the 
time for operating when interference is fraught with 
the least danger for the patient. J. TANTON. 


Fromme and Rubner: Tests for Renal Suffi- 
ciency by Means of Phenolsulphonphthalein 
(Die Nierenfunktionspriifung mittels des Phenolsul- 
fonphthaleins). Mainchen. med. Wchnschr., 1913, |x, 


588. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Fromme and Rubner find that the intramuscular 
injection of phenolsulphonphthalein, as a means of 
testing kidney function, is not to be recommended. 
This is in contradiction to the opinions expressed by 
Rowntree and Geraghty and also the results ob- 
tained by Autenrieth and Frank. The authors base 
their conclusions on tests made with phenolsul- 
phonphthalein on 120 women with normal kidneys. 
While the above mentioned contributors find that in 
normal persons after two hours at least 60 per cent, 
and usually 60-85 per cent, of the preparation is 
excreted Fromme and Rubner find only 52.78 per 
cent excreted after two hours. Only after three 
hours could they determine 60-85 per cent and to 
even this they found exceptions in normal individ- 
uals. In five cases among sixty observations after 
repeated examination 60 per cent was never reached, 
and the amount excreted varied between 39 per cent 
and 60 per cent. Inasmuch as the conditions of 
resorption are so varied the intravenous exhibition 
of the drug is to be recommended. By this method 
on an average 76 per cent is excreted in three hours; 
never less than 60 per cent and usually much more, 
up to go per cent. 

Fromme and Rubner find that the excretion of 
phenolsulphonphthalein begins after 5-11 minutes 
when injected intramuscularly. KNorr. 


Strassmann: The Influence of Collargol Injection 
Into the Kidney and the Kidney Pelvis (Uber 
die Einwirkung von Kollargoleinspritzungen auf Niere 
Nierenbecken). Zéschr. f. urol. Chir., 1913, i, 126. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After employing Voelker’s and Von Lichtenberg’s 
diagnostic method of injecting the urinary tract with 
collargol to make it visible by X-ray, Oehlbecker 
observed areas of necrosis, infraction and cast forma- 
tion in a case in which the renal pelvis had been in- 


jected under rather high pressure. Zacharisson 
found casts one year after injecting a healthy kidney. 
Jewell reports embolic gangrene and Eckehorn 
cedema of the kidney. Réssle observed a fatal case 
of collargol poisoning in a patient with a hemor- 
rhagic diathesis resulting in parenchymatous hem- 
orrhages from the stomach, bowel and lungs, with 
bleeding into visceral cavities. Microscopic exam- 
ination showed erosion of the mucosa of the renal 
pelvis and infiltration of the underlying medullary 
tubules, the collargol having precipitated in small 
dark brown clumps. The solution had penetrated 
the kidney tubules and had even reached the con- 
voluted tubules under the capsule. Here and there 
the tubules had been ruptured. Blum describes a 
series of injuries after collargol injection which he 
observed on kidneys removed post-mortem and by 
operation. After emphasizing the fact that the 
investigations of Blum were not conclusive, since in 
dead kidneys it is very difficult to distinguish be- 
tween actual necrosis and cadaveric degeneration, 
Strassmann endeavored to show the influence of 
collargol on the renal pelvis of rabbits. The ureters 
were ligated just above the bladder and after the 
obstruction to the urine had produced dilatation the 
ureters were incised and canula was _ inserted. 
Through this the renal pelvis was injected under 
moderate pressure with one or two cc. of a 1 to 
4 per cent collargol solution. These investiga- 
tions showed that part of the collargol remained for 
a considerable time in the renal pelvis, while some 
rapidly diffused through the connective tissue and 
by this route soon reached the cortex. Where the 
collargol had penetrated the connective tissue, the 
author could not see any changes in the epithelium 
and holds that the solution travels by the normal 
connective tissue spaces. Invasion of the urinary 
tubules could not be demonstrated. In fact, after 
carefully filling the pelvis the author could detect no 
injury to the kidney and he therefore concludes that 
his animal experiments justify the opinion that the 
injection of collargol in proper amounts and under 
moderate and careful pressure into the renal pelvis 
does not produce harmful results and in no way 
brings about noteworthy changes in the pelvis of the 
kidney. LEUENBERGER. 


BLADDER, URETHRA, AND PENIS 


Woolsey: Three Unusual Cases of Rupture of the 
Bladder. Tr. Am. Surg. Ass., 1913, May. 
By Surg., Gynec. & Obst. 
The usual cause of rupture of the bladder, in the 
absence of pelvic fracture, is injury to a full bladder. 
Rarely the bladder has not been full and then the 
rupture is extraperitoneal. In some cases there is 
no history of trauma (idiopathic rupture) but 
usually there is some underlying cause such as 
urethral stricture, hypertrophy of the prostate, 
vesical calculus, etc., leading to overdistension or 
sacculation of the bladder. Apart from such cases, 
idiopathic rupture is rare. 





GENITO-URINARY SURGERY 97 


Case 1 was alcoholic. After drinking heavily he 
urinated at midnight, went home and was wakened 
at 4:00 A. M. by violent abdominal pain, which 
proved to be due to intra-abdominal rupture of the 
bladder. Trauma was denied but can never be 
excluded in alcoholics. The rupture may have been 
due to overdistension, with or without muscular 
action, which may produce rupture. Alcoholism 
predisposes to rupture by causing rapid distention, 
obtunding the bladder sensitiveness, and relaxing 
the abdominal muscles which guard the bladder 
from injury. It is a question whether the normal 
bladder ever ruptures spontaneously without the 
presence of pathologic changes. 

Case 2 was alcoholic, but not drunk. No 
history of trauma or previous bladder trouble. 
Sudden onset, six days before, with symptoms of 
appendicitis, nausea and vomiting, pain and 
tenderness in the right lower quadrant, etc. Two 
previous, similar slighter attacks. When seen con- 
dition was very poor, constant hiccoughs, poor pulse, 
etc. There was a mass in the right lower quadrant, 
which was found to be due to a large quantity of 
ammoniacal, purulent urine, situated retroperitone- 
ally. The X-ray showed no stone and cystoscopic 
examination revealed a transverse rent behind the 
right ureter mouth. Urine was alkaline and passed 
mostly through incision for some time. No sign of 
ulcer in bladder. The appendix was normal. The 
patient made a slow but perfect recovery and has 
remained well since—two years. 

In Case 3 the bladder was full but the trauma 
was indirect, being due to a fall from the first floor 
fire escape while asleep. There was no pelvic 
fracture. The rupture was extraperitoneal, but 
some urine was in the peritoneal cavity, though no 
peritoneal tear could be found. Only part of a 
measured amount of fluid was injected, and returned 
by catheter. 

This procedure is seldom necessary and always 
unwise, unless followed by operation at once, if 
rupture is present. The danger, however, is due to 
the catheterization rather than the injection of fluid. 
The chief danger of infection is from an infected 
urethra. Sterile urine does not cause peritonitis, 
but if it has no free outlet it may become decom- 
posed and cause irritation. 

Catgut is preferred to silk for suture. Trendelen- 
burg position is very valuable in suturing tear in 
bladder. Bladder drainage by permanent catheter 
is preferable, unless there is infection of the urethra. 
The first case died of pneumonia on the fourth day; 
the others recovered. 


Van Dam: The Radical Treatment of Congenital 
Diverticulum of the Bladder (Die radikale Be- 
handlung angeborener Blasendivertikel). Beitr. 2. 
klin. Chir., 1913, Ixxxiii, 320. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports a case of a large diverticulum 
in the posterior wall of the bladder in a man 55 years 
old. The patient had hematuria for five years, 


dysuria for three months and retention for two days. 
Was operated on without further examination on a 
diagnosis of prostatic hypertrophy. Through the 
supra-pubic incision a diverticulum 14.5 cm. long 
was discovered, the true nature of which was 
determined after opening the peritoneal cavity. 
The diverticulum was drawn out by means of for- 
ceps, tipped over towards the bladder and removed. 
Recovery good. Histological examination con- 
firmed the diagnosis of at rue congenital divertic- 
ulum of the urinary bladder. Fifteen cases of 
radical extirpation of diverticula of the bladder were 
collected by the author. There were ten cases of 
diverticula of the anterior or lateral wall of the 
bladder »without a ureter in the wall. For the 
extirpation of these the extravesical route is indi- 
cated. In three cases the location was the same 
but the ureter coursed through the wall of the 
diverticulum. These were operated on by the com- 
bined extra- and intra-vesical route. In only two 
cases, treated radically, was the diverticulum on the 
posterior wall and the author’s case was the only one 
that was operated on by the purely transvesical 
method. Von LICHTENBERG. 


Kelly and Lewis: Skiagraphic Demonstration of 
Vesical Tumors. Surg., Gynec. & Obst., 1913, xvi, 
308. By Surg., Gynec. & Obst. 

As a rule, tumors of the urinary bladder offer as 
little resistance to the passage of the X-rays as do 
the normal parts; consequently, no matter how large 
the tumor, a skiagram made of the unprepared 
bladder with its contained growth will show neither 
bladder nor tumor. 

The bladder shadow is easily obtained by inject- 
ing air, water, or any of the less permeable media; 
though this method will not satisfactorily show the 
boundaries of the contained growth. It is then 
necessary to resort to a slightly more complicated 
method of procedure. 

The first illustration showed a large papilloma of 
the bladder. A suspension was made of bismuth 
subnitrate, gum tragacanth, and water. This was 
shaken up and rapidly run into the bladder, and 
the radiogram taken at once. 

The bismuth evidently settled from the emulsion 
and filtered into the interstices on the irregular 
surface of the growth. As a result of this precipita- 
tion the cauliflower-like outline of the tumor is 
beautifully shown. The mass is a conglomerate of 
large growths. About the tumor is seen a dark 
zone, which represents the remainder of the bismuth 
suspension. The gray area above it is accounted for 
by the presence of air or water. 

In the second case the authors deal with a vesical 
papilloma. In this instance it directly overlies the 
internal meatus of the urethra. 

Here, instead of bismuth suspension, 40 cc. of a 5 
per cent silver iodide emulsion was injected into the 
bladder. About half the amount injected was then 
voided. The bladder was then distended with air. 

Here it was noticed that the irregularity of the 
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surface was not well shown. This was doubtless 
due to the fact that in the present instance a better 
emulsion was employed than before. The thick 
silver solution did not enter the surface cracks, and 
consequently but little surface detail is discovered. 
More important, though, than showing the surface 
outline is the clear demonstration of the pedicle of 
the growth. Remembering the exaggeration of the 
size of objects in taking stereograms, the authors 
were able to estimate roughly the dimensions of both 
pedicle and tumor. 

In their next case of this sort the authors propose 
to combine the methods of injection described, hop- 
ing to float up the tumor with the thick silver solu- 
tion and display the pedicle, at the sametime ob- 
taining good surface detail by the use of a suspension 
of bismuth in water. 

The authors have been using silver iodide emul- 
sion in ureteral injections as well as in the bladder for 
X-ray purposes. They believe that it has certain 
decided advantages over collargol, and they have a 
number of unusually good photographs of the renal 
pelvis, ureter, and bladder taken by this method. 


Mayo: Exclusion of the Bladder; an Operation of 
Necessity and Expediency. Tr. Am. Surg. Ass., 
1913, May. By Surg., Gynec. & Obst. 


To determine the best method of disposing of the 
secretion of the kidneys in individuals in whom it is 
necessary or expedient to exclude the bladder re- 
mains still one of the serious problems of surgery. 
To say, however, that the modern methods of 
operation in these cases expose the patient to greater 
danger from infection than is compensatory with 
the mitigation of his suffering considering the 
natural mortality of the disease is not consistent 
with the histery of the patients or the records of the 
progress of surgery. 

The patients under discussion may be grouped 
under three headings: (1) Those suffering from con- 
genital anomalies of the bladder or urethra of a char- 
acter not to permit restoration with controllable 
urine, or to free them from painful sequele. (2) 
Those in whom sections of the ureter are necessarily 
or accidentally injured or removed during abdom- 
inal, pelvic, or sacral operations. (3) Those in whom 
malignant disease of the urinary bladder is too ex- 
tensive to permit removal by partial resection of the 
bladder with retentive function, and those in whom 
gross malignant or other disease of the bladder exists 
but in whom the loss of power of retention and con- 
trol adds to their suffering. 

Various surgeons have devised ingenious methods 
for making a bladder in the repair of cases in the 
first group. For example, (a) a bladder made of 
skin flaps, (b) the compression of the bony pelvis, 
(3) closing the bladder and covering it with an 
anterior bony arch by freeing the sacro-iliac joints, 
etc. Control in such cases is rare and cystitis and 
infection of the kidney is common. 

In the second group are those cases in which the 
injured ureter cannot be reunited to itself or reat- 


tached to the bladder, the injured ureter may be re- 
united with the other ureter if that be patent, or one 
or both ureters may be united to the colon. Direct 
drainage to the skin has been advised. These 
operations are done extraperitoneally, the urine 
being collected by special apparatus. 

In the third group are cases of extensive involve- 
ment in which part or all of the bladder has been 
removed. In the former, the ureters are sometimes 
transplanted to the opposite remaining portion of 
the bladder; in the latter the ureters may be implant- 
ed into the rectum. 

It would appear that the best theoretical and 
practical anastomosis of the ureter with the large 
bowel is that which either permits the ureters to 
traverse some distance between the mucosa and the 
outer wall of the bowel before penetrating its lumen 
or that in which the ureters are infolded by the wall 
of the bowel for a certain distance. That method 
which transposes the base of the bladder to make it a 
part of the rectal wall is also a good one. The con- 
trol against regurgitation is due to the closure of the 
distal end by compression in the wall of the bowel. 

In eight cases of cancer, transperitoneal resection 
of large areas of the bladder was done, with trans- 
plantation of the ureter to the opposite side. In 
three cases of cancer the bladder was completely re- 
moved: (zr) Female aged 62: ureters transplanted 
into rectum; operative recovery; died some weeks 
later from cerebral hemorrhage. (2) Female aged 
20. The ureter was attached to the base of the 
urethra by the Sonnenberg method. The patient 
was in good health one year, when she died from 
acute infection of the kidney. (3) Male aged 50. 
The ureter was transplanted into the back — 
transperitoneally. The patient has been well for 
more than three years. 

In four cases of extrophy the ureter was trans- 
planted into the bowel; no deaths. 


GENITAL ORGANS 


James and Shuman: Seminal Calculi Simulat- 
ing Nephrolithiasis. Surg., Gynec. & Obst., 1913, 
Xvi, 302. By Surg., Gynec. & Obst. 


That seminal calculi are a rare condition is evident 
on reviewing the literature. Fuller is quoted (per- 
sonal communication), ‘‘stone in the seminal vesicles 
must be very rare,’’ and relates having met this 
condition but twice. 

Calculi in the seminal vesicles may present the 
definite clinical picture of renal stone: Irritation 
from seminal calculi can be transmitted to the 
respective kidney or lumbar region through: first, 
either the vesicle or prostatic filament of the inferior 
hypogastric or pelvic plexus to the hypogastric 
plexus, hence through the gangliated cord to the 
lumbar ganglia and either to the lumbar vertebre 
and their ligaments (lumbago), or through the 
aortic plexus, aortic-renal ganglia and renal plexus 
to the kidney substance (nephralgia); second, can 
be transmitted through the deferentia plexus, via 
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short route to the gangliated cord; third, the efferent 
filaments of the deferentia plexus and the genito- 
crural nerve to the lumbar region; fourth, irritation 
may travel through the vas deferens filament of the 
pelvic sympathetic, the spermatic artery filament 
of the spermatic plexus and its numerous filaments 
to the renal or lumbar ganglia. Thus may be 
produced, by any one of the several routes, referred 
pain and tenderness. 

A thorough investigation of this subject has 
failed to procure any operative or post-mortem 
proven cases to report other than the following: 

Male, aged 33, suffered from apparent right renal 
colic as evidenced by severe right-sided pain, rectus 
rigidity, frequent micturition, pain referred to penis 
and marked pain on palpation of right kidney. 

Urinary examination: Chemically, negative; 
microscopically, few erythrocytes, epithelium and 
phosphates. Case diagnosed as probably right renal 
calculi. Two days later the patient passed by 
urethra what he described as a “slug.’’ Physical 
examination at the time revealed a tender right 
kidney on palpation. Labor, or forced exercise, 
excited pain in his right side. One month later, 
physical examination evidenced the same findings. 

Blood examination: W. B. C., 7600 R. B. C., 
picture normal. Hemoglobin 80, blood pressure 110, 
Nephrotomy advised and accepted. 

Under ether anesthesia, through a lumbar inci- 
sion, the right kidney was sectioned and no stone 
present. Ureter patulous. Incision closed and the 
kidney drained by a sutured cigarette drain. Con- 
valescence uneventful until removal of drain on 
seventh day, following which urine became bloody, 
patient later passing vermiform clots from the 
bladder. General condition continued to grow 
worse, due to the acute hemorrhagic anemia 
and cystic tenesmus due to blood clots contained 
therein. 

Death occurred five weeks after operation, clinic- 
ally from acute anemia due to hemorrhage from 
the right kidney. 

Autopsy revealed the following findings: Right 
kidney’s pelvis filled with blood clots, one extending 
well up toward the cortex and continuous with an 
old patulous suture hole. Cortex evidenced an 
unhealed opening continuous with the superficial 
drainage tract. Left kidney, ureters, and prostates 
negative. Vas deferens evidenced no change. 


Seminal vesicle walls hypertrophied. Four calculi 
removed from the right vesicle, situated near the 
fundus, dull white in color and faceted, ranging in 
size from that of a grain of popcorn to that of field 
corn. Seminal fluid stained out many gram negative 
diplococci. 

Chemical analysis yielded phosphate and car- 
bonate of lime of 85% organic matter, in which 
spermatozoa were found 15 per cent. 

Pathological diagnosis: 

1. Pernicious anemia secondary to hemorrhage. 

2. Suppurative-hemorrhagic nephritis of the 
right kidney. 

3. Chronic seminal vesiculitis with calculi for- 
mation (dextra). 

4. Chronic Neisserian infection. 


Luys: Catherization of the Ejaculatory Ducts 
(Le catheterisme des canaux ejaculateurs). Clinique, 
Par., 1913, No. 7, 98. 

By Journal de Chirurgie. 


Luys has succeeded in catheterizing the ejacula- 
tory duct and in healing a patient suffering from 
vesiculitis. The following is the first case reported 
in literature. 

In August, 1912, the patient had a profuse dis- 
charge with a double epididymitis, prostatitis and 
left vesiculitis. He received permanganate irriga- 
tions, massage of the prostate and dilatations. 
In January, 1913, the left vesicle was still painful 
and could not be emptied by massage since the 
ejaculatory duct was blocked. By the use of 
urethroscope No. 26, the author was able to see the 
orifices of the ejaculatory ducts. He then intro- 
duced a metal catheter which penetrated easily for 
one and one-half centimeters into the left ejacula- 
tory duct which was filled with oxycyangen. He 
then massaged the seminal vesicle and found that it 
was no longer painful. The massaging expressed 
large purulent masses which came out at the urethral 
meatus. It would seem clear from the above, says 
Luys, that the catheterization of the ejaculatory 
ducts should be considered in cases where there is 
obstruction to the lumen with imperfect evacuation 
of the seminal vesicles. 

The author concludes by giving the indications 
for and the technique used in the catheterization, 
which requires a thorough knowledge of posterior 
urethroscopy. E. JEANBRAU. 
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Ray: Scleral Decompression in the Treatment of 
Intra-ocular Tension. Ky. M. J., 1913, xi, 140. 
By Surg., Gynec. & Obst. 

Ray gives an abbreviated résumé of the changes 
in all those conditions in which the intraocular ten- 
sion is pathologically increased, and states that it is 
apparent that the essential object of treatment for 
the relief or cure of such cases is to open up the angle 
of filtration or establish some method whereby the 
drainage of the eye fluids can be obtained. Up to 
the present time, iridectomy has been the most 
effective intra- or extrabulbar operative measure for 
the relief of increased tension since MacKenzie made 
use of posterior sclerotomy over seventy years ago. 
The most lasting results following this procedure 
have been observed in those cases where a resulting 
cystoid cicatrix made a constant leakage possible. 
This observation led to the advice that a piece of 
iris be purposely carried into the incision in order to 
further insure the establishment of a leaking scar. 
Fragments of iris may heal into the wound with but 
little or no source of future danger, but the con- 
solidation of such scars might be indefinitely inter- 
fered with, and thus render the eye vulnerable to 
bacterial infection along the spongy track. The 
latest advance in the treatment of glaucoma has 
been designed to bring about a permanent filtration 
scar through the sclera at the extreme boundary of 
the anterior chamber, without incarceration of iris 
in the wound. This idea was first suggested by 
Herbert, and made use of by placing a piece of con- 
junctiva or excised sclera between the lips of a 
corneo-scleral incision, so as to prevent complete 
union. Later Lagrange excised a strip of sclera 
after an incision made well back and then covered 
the opening with large conjunctival flap. 

The author believes, however, that a new era in 
the treatment of glaucoma commenced when Fergus 
and Elliott, each working independently, introduced 
the scleral trephine. A large triangular flap of con- 
junctiva, with its base at the limbus, is dissected up 
and carried into the limbus cornex; then a 2-milli- 
meter trephine is used to remove a disc of scleral 
tissue at the corneo-scleral angle. Now that the 
extreme angle of the anterior chamber has been 
entered, a small iridectomy is made, the conjunctival 
flap is replaced over the scleral opening, and the sub- 
conjunctival leakage of aqueous takes place. This 
technique was followed in two cases of acute glau- 
coma with great pain and high tension, two cases of 
glaucoma simplex, and one case of hydrophthalmos, 
in all of which the tension was reduced to normal and 
not followed by a permanent rise since the operation. 


The author concludes with the statement that 
‘there is no question that the only glaucomatous 
operated eyes that are permanently benefited are 
those where some leakage of the eye fluid takes 
place,” and that this desired end is most efficiently 
accomplished by scleral trephine. Francis LANE. 


Verhoeff: The Effect of Chronic Glaucoma on 
the Central Retinal Vessels. Arch. Ophth., 1913, 
xlii, 145. By Surg., Gynec. & Obst. 


Verhoeff has made a careful microscopic study of 
serial cross-sections of the optic nerve, in the region 
of the lamina cribrosa, in thirty-nine cases of 
secondary glaucoma due to lesions of the anterior 
segment of the globe. Not thrombosis, but an 
endovasculitis of one or both of the central vessels, 
more often the vein, was found in every one of the 
cases. Age of the patient and duration of the 
increased pressure did not particularly bear a direct 
relationship to the degree of the vascular changes, 
but in general it could be concluded that these 
changes occurred the more rapidly the older the 
individual. 

In four cases there was complete, and in two 
almost complete, obstruction of the central artery. 
One section is pictured in which the cells immediate- 
ly about the lumen showed very active prolifera- 
tion, with almost complete obliteration from an 
infolding. In other cases, probably where the 
process was more slow, elastic tissue with a tendency 
to undergo necrosis was seen to almost completely 
block the lumen. As a result of the degeneration an 
inner tube was often found to be completely sepa- 
rated off by a space filled with blood, thus forming a 
‘dissecting aneurism.” 

The changes in the veins, subject to variation, 
were analogous to those in the arteries. In most 
instances the walls were unevenly involved and 
partially collapsed into the lumen. Complete 
obstruction of the vein was found in eight cases, 
three of which showed retinal hemorrhages, im- 
portance of which warranted a detailed description. 
Bundles of neuroglia encroaching upon the walls of 
four veins was a hitherto unrecognized condition 
which might easily have been mistaken for actively 
proliferated endothelial cells. A dissecting aneurism 
of one vein, showing a branch entering the surround- 
ing space, was another unusual finding. 

Expulsive subchoroidal hemorrhage had occurred 
in four cases, with almost complete obstruction of 
the vein in one and of the artery in two. 

Three factors must be considered to account for 
these vessel changes in secondary glaucoma. First 
and foremost, “the direct action of the increased 
intra-ocular pressure on the central vascular system, 
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the action on the central vessels of toxic substances 
resulting from the relative stagnation of the intra- 
ocular fluids, and, lastly, the traction on the vessels 
produced by the receding lamina cribrosa.”’ 

In view of the fact that complete or almost com- 
plete obliteration of the central vein was found in a 
little less than one half of the author’s cases, it is 
remarkable how infrequently retinal hemorrhages 
occurred, and the ingenious explanation for the 
absence of such an expected condition is made on 
the ground that the artery is so often simultaneously 
involved, and that the slowness of the process 
allows adequate collateral circulation in the optic 
nerve. J. B. Extis. 


Ritchie: The Management of Acute Hzmor- 
rhagic Glaucoma with Advanced Arterio- 
sclerosis. J.Ophth., Otol. & Laryngol., 1913, xix, 96. 

By Surg., Gynec. & Obst. 

In this article the importance of the pathology of 
the disease as a whole is brought out with a discus- 
sion of the treatment of the systemic condition and 
the local manifestations in the eye. 

It is generally accepted by recent authorities that 
the cause of angiosclerosis is the action of toxins, the 
product of intestinal putrefaction due to faulty 
metabolism, on the tissues of the circulatory and 
nervous systems. 

It is necessary to differentiate between hamor- 
rhagic glaucoma and hemorrhages that occur in an 
eye which is already the seat of a glaucomatous 
process, although they are both the result of the 
same Cause. 

The general constitutional treatment is essential. 
Hygienic conditions must be carefully looked after. 
Diet of a low protein character suitable for this 
condition should be adhered to. The urine should 
be examined regularly for indications of intestinal 
toxemia. Tepid baths with the addition of soda 
bicarbonate are of benefit. Electro-therapy is of 
great value as are electric light sweats. 

Medicinally the author follows the homceopathic 
indications but speaks of the value of sodium iodide, 
the alkaloid veratrin and the Bulgarian lactic acid 
bacilli (tablet form). 

In the treatment of the ocular condition there is 
some difference of opinion as to the advisability of 
operative treatment but the author believes that 
the operations can be performed safely under local 
anesthetic (1 per cent solution of cocaine in com- 
bination with some of the essential oils, and supra- 
capsolin 1:1000). The technique is such in any of 
the operations that if great care is taken the tension 
can be reduced very gradually. 

EARLE B. FOWLER. 


Denman: The Surgical Treatment of Glaucoma 
with Special Reference to the Substitutes for 
Iridectomy. J. Ophth., Otol. & Laryngol., 1913, xix, 
105. By Surg., Gynec. & Obst. 


The author takes up the history and reasons for 
the important position that iridectomy has held 
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among the operative measures for the treatment of 
glaucoma, with the theories for its action, a list of 
the more recent operative procedures and _ the 
technique of trephine, sclerectomy, and cyclodialysis. 

The results of iridectomy have been attributed to 
the part the stump of the iris plays in absorption 
and by widening of the filtration angle. It must be 
classed always as a major operation and as such it is 
to be excused if followed by such sequele as astigmia, 
and coloboma with their visual disturbances. The 
operation which will accomplish the reduction of the 
tension in the surest and safest manner with the 
least resulting deformity and leave the eye in the 
most nearly normal state is the one which we should 
choose. 

In trephine a circle of scleral tissue about 2 mm. 
in diameter is removed in the region of the limbus 
and the aqueous drains through the aperture under 
the conjunctiva. This may be done with or with- 
out peripheral or pupillary iridectomy. 

In performing cyclodialysis care must be taken 
in the selection of the location of the incision so that 
the larger blood vessels may be avoided; the spatula 
must be advanced with the point pressed firmly but 
gently against the sclera or it may perforate the root 
of the iris and enter the anterior chamber but when 
withdrawn will not leave a drain as the puncture in 
the iris quickly heals. Too great pressure forward 
may cause the point to enter the corneal stroma so 
that the anterior chamber is not drained. Properly 
performed the eye does not show any evidence of 
having been operated on; there are no visual dis- 
turbances; there is a round normal pupil which is 
still susceptible to the influence of mydriatics and 
myotics. EARLE B. FowLer. 


Parker: 
with Exhibition of Patients. 
1913, XXXV, 103. By Surg., Gynec. 


The Trephine Operation for Glaucoma, 
Phys. & Surg., 
& Obst. 
Parker reports two cases of glaucoma on which 
he did a trephining operation, one case being in a 
patient seventy years old with simple glaucoma. 
R. V. 3/60, tension 75 mm. L. V. light perception, 
tension 105 mm. Iridectomy done on right eye, 
trephining operation on left eye. Tension normal 
in both eyes seventeen weeks later, although tension 
increased to 50 mm. at one time after operation. 
Case 2, was a child three years old with buphal- 
mus tension. Right and left eye 48 mm. Results 
of operation not known as yet. C. G. DARLING. 


Johnson: Some Points in the History and 
Pathology of Trachoma and a New Treatment 
for Chronic Trachoma. Transvaal M. J., 1913, 
viii, 174. By Surg., Gynec. & Obst. 
Johnson discusses the history of trachoma, the 
effect of elevation on the disease, its characteristic 
features, its causes and the treatment of chronic 
trachoma. 
In the treatment he says he has tried every meth- 
od of treatment during an extensive experience of 
twenty-five years, and believes the method used by 
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him gives the best results. He uses a three-bladed 
knife, the blades being one mm. apart, the knives 
being as sharp as a cataract knife. 

When the mucosa is very swollen the cuts must 
be as deep as possible; the knife is drawn from 
canthus following the free edge of the lid; the in- 
cisions are all made parallel to the lid margin. In 
each successive cut the first blade follows the cut 
made by the third blade. The parallel incisions 
through conjunctiva and tarsus are continued back 
into the retro-arsal fold by pulling it out with hooks 
over a spatula. An electrode with two dull plati- 
num blades is now pressed deeply into the grooves 
made with the knife and drawn slowly along the 
furrows from end to end. 

The current is very weak at first and increased 
until a thick foamy cream forms around the blades. 
The blades are drawn back and forth five or six 
times until the grooves brown like toast. 

The first stage of the operation takes about five 
minutes, the second stage about ten. Johnson says 
he has never seen any severe scarring or abnormal 
curvature of the lid as a result. C. G. DARLING. 


La Mothe: 
Ophth. Rec., 1913, XXxii, 117. 


Infectious Suppurative Keratitis. 
By Surg., Gynec. & Obst. 

La Mothe, basing his opinion upon a few personal 
observations and on published facts, comes to the 
following conclusions: There should be a new classi- 
fication of the infectious ulcer of the cornea, depend- 
ing on the microbe present, and a different treat- 
ment should be applied for every kind of corneal 
infection, especially since serotherapy has taken so 
much importance in microbian diseases. 

Bacteriological observations of competent investi- 
gators, corroborated by experimental pathology, 
have abundantly proven that a great number of 
microbic organisms can and do intervene in the 
pathogeny of infectious ulcer. 

La Mothe, in a very complete study, brings up to 
date a subject which has been neglected for too long 
atime. First, he takes the history of the corneal 
ulcer with its principal different forms; second, he 
tells of the efforts of doctors who for several years 
have tried to find a better means for controlling the 
disease; and lastly, he is of the opinion that the 
serotherapy is the most rational and is the treat- 
ment of the future for the infectious ulcer of the 
cornea, but as yet the serotherapy is in its infancy, 
so we must be satisfied with the old means the 
therapy puts at our disposal aided by the sero- 
therapy. J. B. Exuis 


Posey: The Report of a Case of Conical Cornea 
Successfully Treated by the Actual Cautery. 
Arch. Ophth., 1913, xlii,141. By Surg., Gynec. & Obst. 


Posey cauterized thoroughly the base and but 
slightly the apex of a conical cornea with most 


excellent results. Prior to the cauterization the 
vision was 3/100 and no lens afforded an improve- 
ment. The red-hot tip of a large strabismus hook 
was employed as the cauterizing instrument, and 
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while healing was protracted it was uneventful. 
Aiter a lapse of seven months the uncorrected vision 
was 5/22 and Sn. 0.75, but with a correction for 
mixed astigmatism equaled 5/7— and Sn.o.50. The 
area cauterized was sector-shaped and occupied but 
one-sixth the entire surface of the cornea. Fully 
one-half the pupillary area was free from scar tissue 
and while the edge of the opacity was dense, it was, 
however, sharply defined without the expected 
disturbance of vision through aberrant refraction. 
At this period the vision of the other eye had fallen 
from 5/12 to less than 5/100, and was accordingly 
subjected to precisely the same operation. At the 
time of writing the result was equally as good as in 
the first eye, although no opportunity had been 
afforded to test the vision with a correcting lens. 

In most cases the vision can be improved by high 
cylindrical lenses, but in many the distortion of the 
cornea is so great that lenses are useless. 

Surgical measures for the relief of advanced cases 
have aimed (1) to create an artificial pupil; (2) to 
flatten the conicity either by excision of circular or 
elliptical areas of cornea, with or without cauteriza- 
tion, and (3) to produce flattening by cauterization 
alone. Most operators favor the latter procedure, 
preferring the galvano-cautery, and varying in their 
methods as to extent and thoroughness of the appli- 
cation. 

-The author aims to replace the greater part of © 
the cone with firm connective tissue, ‘‘ which should 
be so placed that the traction exerted by the scar 
in the process of healing is sufficient to resist the 
intra-ocular pressure, while its density should be 
great enough to prevent rays of light from pene- 
trating it, thereby reducing aberrant refraction.” 

A firm compress bandage after operation is essen- 
tial, and tattooing is optional for cosmetic effect. 

Joun B. ELtis. 


Reese: Dystrophia Epithelialis Cornez. Ophth. 
Rec., 1913, xxii, 131. By Surg., Gynec. & Obst. 


This condition was first described by Fuchs in 
toto. Fuchs stated that affections of the cornea 
were generally divided into suppurative and non- 
suppurative, and that there was an intermediate 
group which should be regarded as dystrophies of 
the cornea. 

The latter was distinguished from inflammatory 
conditions by a slow and invariably progressive 
course, while the inflammatory diseases were marked 
by a period of progression followed by a period of 
regression. 

Differential diagnosis: Absence of inflammatory 
signs was not a positive differential point, as they 
may be absent in true inflammatory lesions, e. g., 
parenchymatous keratitis. Anatomically: char- 
acterized by degenerative changes; inflammatory 
lesions by leucocytic invasion. Physiological 
parallel: Arcus senilis, e. g., deposit of fat and hyaline 
degeneration. 

The cause of dystrophy in the majority of cases 
was due to malnutrition. 
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Three forms due to general malnutrition: 

1. Deposits of mucin and occurring, in myxce- 
dematous subjects. 

2. Thyriodectomy. 

3. The greenish discoloration of the cornea occur- 
ring in disseminate sclerosis. 

He said that epithelialis cornea.was a disease of 
advanced age, and affects usually the female sex. 
(Youngest on record 43 years.) Usually bilateral, 
and when unilateral generally affected the right eye. 

Onset insidious, visual disturbances having existed 
for years before the cases were brought under ob- 
servation. 

Symptoms: They were marked by absence of 
any irritation (except in two cases out of seventeen, 
e. g., slight pericorneal injection). 

Insensibility of cornea and variations in vision. 
Vision worse in the morning, in contrast to glau- 
coma. No variations in pressure. 

The changes were characterized by a grayish 
opacity and roughening of the surface of the cornea, 
caused by small vacuoles in the epithelial cells and 
newly formed tissue between Bowman’s membrane 
and the epithelium. 

The anesthesia of the cornea was due to the 
injury of the superficial nerve fibres of the epithe- 
lium, or of the subepithelial nerve plexus, or the 
fibres connecting the two which pass through 
Bowman’s membrane. N. M. BRINKERHOFF. 


Hack: A Case of Eversion of the Pigment Layer 
of the Iris. Arch. Ophth., 1913, xlii, 170. 
By Surg., Gynec. & Obst. 

Hack calls attention to a survey of all the radiat- 
ing fissures of the pupillary zone of the iris following 
contusions. Mention is made of Franke’s publica- 
tion, which first dealt with the extent of such tears, 
the complications to deeper structures and the 
mechanics dealing with such injuries. 

The unusual, isolated traumatic ruptures and 
colobomas limited to the pigment epithelium of the 
iris alone are recalled, and, owing to its somewhat 
analogous nature, the writer reports a most unusual 
and rare eversion of the pigment layer of the iris 
following a perforation. Fifteen years previously 
the cornea had been perforated with a blade of 
straw which also penetrated the iris stroma and 
sphincter pupille. The pigment layer was sepa- 
rated from the overlying structure, and on account of 
its inelasticity a thread of pigment became stripped 
off, except at the pupillary margin, was then everted 
through the pupil and hung down to the bottom of 
the anterior chamber. 

Sach’s lamp is recommended to demonstrate 
certain injuries to and absence of the retinal pigment 
on the posterior surface of the iris. Francis LANE. 
Critchett: Case Showing the Result of Peritomy. 


Proc. Roy. Soc. Med., 1913, vi, 61. 
By Surg., Gynec. & Obst. 


Critchett employed peritomy with most gratify- 
ing results in a case of long standing, recurrent 


103 


“‘kerato-iritis,” in which numerous deep corneal 
vessels constituted a very striking feature. Suffi- 
cient tissue down to the sclerotic was removed, with 
the result that a tightening band of cicatricial tissue 
crossed the vessels. This same procedure was 
proven beneficial also in recurrent corneal ulcers 
without obvious cause. Francis LANE. 


Alter: Metastatic Purulent Ophthalmia (End- 
ophthalmitis Septica). Ohio St. M.J., 1913, 123. ix, 
By Surg., Gynec. & Obst. 


Alter reports a case of purulent ophthalmia of 
puerperal origin in one eye a week after a normal 
labor. The eye became red, painful, lids edematous, 
vision entirely abolished. 

On account of the intense pain, the globe was 
incised under local anaesthesia and later enucleated. 
Pus from the center of globe showed staphylococci 
and streptococci. The patient otherwise made 
perfect recovery. 

In conclusion and as a summary, Alter states when 
metastatic ophthalmia is bilateral, probably 90 per 
cent of the cases die from underlying sepsis. Uni- 
lateral cases give better general prognosis, although 
the eye is usually lost. The rare cases of preserva- 
tion of some vision are found in acute exanthemata 
and especially in epidemic cerebrospinal meningitis. 

The streptococcus is the most frequent and serious 
offending micro-organism. Better and cleaner ob 
stetrics, and more rigid asepsis in surgery will help 
to eliminate metastatic ophthalmia. 

C. G. DaRLInc. 


Gruening: The Optic Discs in Purulent Otitic 
Disease and its Complications. Arch. Ophth., 
1913, xlii, 153. By Surg., Gynec. & Obst. 

Gruening believes that an examination of the 
fundus is too lightly regarded in all cases of acute 
and chronic suppurative middle-ear disorders. In 
support of this view, reference is made to Kipp and 
Zaufol, both of whom over thirty years ago con- 
sidered that the examination of a diseased ear was 
incomplete without the ophthalmoscopic findings. 

Optic neuritis and choked disc are two pathologic 
conditions which can complicate purulent otitic 
affections and their exact differentiation has an 
important bearing upon the diagnosis, prognosis 
and treatment. Choked disc is the ophthalmo- 
scopic manifestation of increased intracranial pres- 
sure and its early recognition is of great value be- 
cause of the fact that the fundamental source is 
amenable to treatment. In purulent middle-ear 
affection the pyogenic organisms have a wide sphere 
of action, and by the diffusion of the toxins changes 
take place in the walls of distant vessels, resulting 
in an excess of cerebro-spina! fluid, by virtue of 
which an increase of intracranial pressure arises 
with choked disc as the outcome. 

Local structural conditions possibly cause a 
variation of the hydrostatic pressure and lead to a 
difference of the degree of swelling of the two discs. 
Recognizing this fact in a given case of double 
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mastoiditis with symptoms of thrombosis of one or 
the other lateral sinus, or both, the author verified 
by operation that he was correct in assuming that 
the sinus involved was on the same side, presenting 
the highest degree of swelling of the nerve head. 
That ‘‘choked disc,” in cases of purulent middle-ear 
trouble, is not a true descending neuritis is confirmed 
by the final restoration of normal function of the 
optic nerve. True inflammation of the optic nerve 
does occur in acute purulent meningitis following 
otitic causes and although an increase of intracranial 
pressure may be present at the same time, chcked 
disc does not appear because the intervaginal space 
is early sealed up by an inflammatory exudate. 
Joun B. ELLts. 
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Nelson: A Suggestion on Phenol and Ichthyol in 
External Otitis. J. Am. M. Ass., 1913, Ix, 742. 
By Surg., Gynec. & Obst. 
A mixture containing 5 per cent each phenol and 
ichthyol in glycerine was found efficacious in otitis 
externa diffusa, myringitis, otitis externa circum- 
scripta, and in connection with other treatment as 
good as any ear drops in acute otitis media; and 
especially good in otitis externa caused by chronic 
otitis media. 
The author finds this a valuable addition to exist- 
ing methods of treatment, having given it a thorough 
trial on a series of clinic cases. Wa. H. THEOBOLD. 


Brown: A Contribution to the Infant Temporal 
Bone in its Relation to the Mastoid Operation. 
Bull. Lying-in Hosp. 1913, ix, 11. 

By Surg., Gynec. & Obst. 


The author gives an explanation for the fact that 
on opening the tympanum the middle ear is so 
well drained of inflammatory product in acute otitis 


media in infants. It is due to the antrum being 
located immediately above the tympanum and the 
aditus being a perpendicular channel connecting 
these two cavities. Any pus naturally gravitates 
into the tympanum and on rupture or incision these 
inflammatory products leave the antrum with little 
difficulty. The sinus is situated comparatively far 
posterior to Macewen’s line drawn from the incisura 
parietalis to the tip of the mastoid. In describing 
the differences in the technique of the mastoid 
operation in children from the operation in the 
adult, the author places the incision not nearer than 
a quarter of an inch from the auricular attachment, 
in order to avoid injuring the facial nerve which lies 
on the very surface of the bone behind the lower 
half of the posterior canal wall. Penetration into 
the middle fossa with injury to the brain is possible 
if the periosteum is not elevated with great care. 
In children under five years, it is advisable that 
the operator not very well acquainted with mastoid 
work in young children use the curette rather than 
the gauge in removing the outer bony covering. 
This procedure is also safer regarding the position 


INTERNATIONAL ABSTRACT OF SURGERY 


of the facial nerve and the sinus lying within three 
and one half mm. from the surface of the bone. On 
opening the antrum the incus will be seen almost 
filling the aditus. In removing the mastoid struc- 
ture one has to be careful not to injure the posterior 
semicircular canal which lies immediately behind the 
horizontal canal. The author’s description of the 
technique of the mastoid operation is based upon the 
anatomical studies of Freligh. Emit Scuwarz. 


Ballin: Tibial Bone Transplantation in the 
Post-operative Mastoid Wound. Jed. Rec., 1913, 
Ixxxiii, 372. By Surg., Gynec. & Obst. 

In order to hasten the early or primary closure of 
the mastoid wound, to avoid the packing and re- 
packing, and to obtain a better result cosmetically, 
various methods have been suggested from time to 
time. 

The writer having been interested for some time 
in bone transplantation and having observed the 
splendid results obtained by the general surgeon by 
this method of treatment, he conceived the idea 
that the same procedure might be applicable to the 
vascular mastoid bone. He did not know at the 
time whether transplantation of bone would be 
feasible ‘here, but thought he would give it a trial 
when the opportunity presented itself. 

He was intensely gratified to see this belief sub- 
stantiated by most excellent results in the three 
cases reported by him, the histories of which are 
fully detailed. 

The technique of bone transplantation as em- 
ployed by the writer is as follows: The piece of bone 
which he uses for the transplant is taken from the 
crest of the patient’s tibia. As a matter of con- 
venience he selects the leg corresponding to the 
side of the mastoid wound. The operation is per- 
formed under general anesthesia, although it is per- 
fectly feasible under a local anesthetic. 

Having removed the packing from the mastoid 
cavity he freshens the edges so as to obtain a better 
union, but does not touch the granulating surface of 
the wound itself. In the meantime an assistant 
prepares the leg over the tibial region. He then 
makes an incision 6 or 7 inches in length down to the 
periosteum, but exercises care not to injure it. 

With a bent probe he now measures the distance 
from the upper to the lower angle of the mastoid 
wound and marks off the corresponding length on the 
exposed periosteum. He then outlines with a sharp 
scalpel the piece of bone he wishes to remove, cutting 
through the periosteum to the bone itself, but being 
careful not to cause any injury. He usually out- 
lines a quadrangular bone flap, from half an inch to 
one inch in width, the length varying according to 
the mastoid wound. 

Having done this, he bores a small hole with a 
bone drill through the crest of the tibia, about half 
an inch below the surface. Through this he passes 
a small Gigli saw. 

This is fastened into the handle of a scroll saw 
and one then removes a bone flap so that the raw 
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edges are somewhat beveled. He finds it better to 
use a saw than a chisel for this purpose, as there is 
less possibility of injuring the periosteum, and if one 
follows this little precaution of first drilling a small 
hole the saw cannot slip. 

The bone with its periosteum now being detached, 
it is carefully immersed with a pair of forceps into 
warm saline solution. It is thereupon placed into 
the mastoid wound as quickly as possible in such a 
manner that its raw surfaces come in contact with 
the clean granulating surfaces of the mastoid bone 
itself. The skin is then carefully sutured with the 
exception of a small orifice in the lower angle, in 
which he places a small piece of gutta-percha drain 
for a few days. 

If at the end of three or four days he finds that 
there is merely a slight mucous or mucohemorrhagic 
discharge, he removes the drain and allows the open- 
ing to close entirely. 

The transplanted bone acts as a bridge, and upon 
this rests the skin of the mastoid region. From the 
transplanted living periosteum new osteogenetic 
cells penetrate into the transplanted bone and 
gradually replace it by newly formed bone, while 
union between the transplanted periosteum and the 
periosteum of the adjacent bony tissue also takes 
place. 

The air space below the.transplant fills up with 
a blood clot, which becomes organized and eventu- 
ally replaced by new bone from the transplant, so 
that after a time the cavity becomes obliterated. 

It is important to remember that even in cases in 
which the bone transplant is exfoliated, portions or 
the entire transplanted periosteum remains. It 
eventually produces a new bone formation, which 
fills the defect created by the operation. 

In performing bone transplantation the author 
advises the following precautions: 

(1) The post-operative mastoid wound must be 
free from purulent secretion and covered with 
healthy granulations. 

(2) The wound must not be curetted or bathed 
with antiseptic solutions. 

(3) Transplantation 


must be performed as a 
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secondary operation, and may be undertaken a 
week, ten days, or even longer after the primary 
operation, depending entirely on the condition of 
the mastoid cavity. 

(4) The bone flap must be taken from the pa- 
tient’s own tibia; in other words, an autogenous 
transplantation. 

(5) Bone alone is insufficient; one must always 
take the bone with its living periosteum attached. 
This has been conclusively demonstrated by the 
experiments of Ollier as early as 1858, and con- 
firmed later by Radzimowsky, Marchand, Bonome, 
and others, and more recently by Auxhausen. The 
consensus of opinion of most investigators proves 
that in order to make a bone transplant viable it is 
imperative to preserve the healthy living periosteum. 

(6) The periosteum must not be injured; for, if 
it is, the ultimate result will be doubtful. The 
chances of success are much greater with an unin- 
jured periosteum. 

(7) In making the bone flap, one must handle it 
as little as possible, so as to avoid injury and infec- 
tion. 

(8) Inasmuch as a good blood supply is abso- 
lutely essential to the successful issue of all kinds 
of transplantation it is advisable to make use of 
this method only in such cases in which a good 
vascular bed for the transplant is present. This 
would exclude those cases in which there is a hard, 
ebonized sclerotic mastoid bone. 

Transplantation of the bone in mastoid surgery 
is a procedure which the author does not advocate 
as a routine measure. He is of the opinion, how 
ever, that it is of value in cases in which there is a 
clean granulating wound. 

In conclusion the author states that a few cases 
are indeed insufficient to prove the value of any 
surgical procedure. However, he feels that the 
encouraging results obtained by these first attempts 
at a solid bone graft in a mastoid wound, and as 
far as he knows the first attempts of this kind, 
demonstrate the feasibility of this method, and 
trusts that future cases will prove it of value in the 
post-operative treatment of mastoid wounds. 
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Ross: Nerve Supply of Inferior Turbinal as 
Shown by Vital Staining. J. Laryngol., Rhinol. 
& Otol., 1913, xxviii, 57. By Surg., Gynec. & Obst. 

This is an account of the nerve structures in the 
inferior turbinal, founded on an examination of 
twenty-five specimens removed by operation and 
stained by the intravitam methylene-blue method. 
The author outlines the method of staining and 
describes the appearance of the various structures 
in the section stained. 

The nerve supply of the inferior turbinal comes 
from the two inferior nasal nerves which are given 
off by the anterior palatine. The stain shows that 
the nerves enter posteriorly and run forward near 
the bone, usually in association with the artery and 
vein. Branches, generally very tortuous, run to the 
surface from these trunks. 

There are three types of fibres made out by this 
method. From these, fibres are given off as fol- 
lows: (1) Fibers to the blood spaces and non- 
striped muscular tissue surrounding the blood ves- 
sels and glands. (2) Fibers ending in the sub- 
epithelial layer. These are found with at least five 
types of endings. (3) Fibers ending in the epithelial 
layer, fairly equal in distribution, ending in the sub- 
epithelial layer or piercing the basement membrane 
and ending between this and the ciliary epithelium 
in a small bulb with a fine stalk. None of the end- 
ings come in direct contact with the cells of the 
columnar epithelium. EARLE B. FowLer. 


Ingals: An _ Efficient and Easily Removable 
Nasal Packing. Jllinois M. J., 1913, xxiii, 240. 
By Surg., Gynec. & Obst. 


In this original article, Ingals advocates packing 
after most nasal operations to prevent the loss even 
of small quantities of blood as well as to avoid the 
dangers of severe bleeding. Packing is also neces- 
sary in some cases to hold the parts in place. 

Ingals’ method of packing is by the use of a rub- 
ber sponge. A piece 4 cm. thick by 5 to 8 cm. long, 
or about 2 mm. greater in thickness than the ex- 
treme width of the shrunken nares. After the 
sponge has been fashioned to fit the nares, a strong 
linen thread is passed through from above down- 
ward, 1.5 cm. back of its proximal end and its ends 
tied in a loop 4 cm. long by which the sponge may 
be withdrawn. A second thread is sewed through 
and through and tied in front of the vertical thread, 
thereby preventing tearing apart on removal. A 
strong thread may be passed through the sponge 
4 cm. in front of its posterior end, fastened to the 
posterior end, then carried forward through the 
opposite side, and united with the first end to form 
a loop. Pulling on this loop after the packing is 


inserted will double the back end of the sponge on 
itself and pack the choana very tightly. The pack- 
ing is sterilized in formalin (being compressed and 
allowed to expand alternately causing the solution 
to permeate every part), and is then thoroughly 
washed in sterile water. 

The author gives a few whiffs of chloroform to 
remove the pack. When hemorrhage is feared, a 
powder of quinine-urea hydrochlorate (1 part), 
acid gallic (1 part), acid tannic (3 parts), may be 
rubbed on the pack where it will come in contact 
with the wound. Earte B. Fow er. 


Carter: A Case Showing Restoration of the 
Entire Nose by Rhinoplasty and Bone Trans- 
plantation. J. Am. M. Ass., 1913, lx, 728. 

By Surg., Gynec. & Obst. 


The patient, a woman 32 years of age, had had 
a chancre of the nose 16 years previously, followed 
in several months by a necrosis leaving only a hole 
in the face where the nose should have been, sur- 
rounded by a ring of scar tissue extending onto the 
cheeks. The upper lip was left badly scarred and 
retracted. Part of the hard palate and maxilla, 
the septum and the entire contents of the nasal 
cavity were destroyed. General condition of the 
patient at the time of examination was only fair. 

A three-inch piece of the ninth rib was resected; 
this was split and the cancellous tissue of the outer 
one-half was scraped away. It was then trans- 
planted between the superficial and deep fascia 
over the biceps of the left arm. Ten days later a 
flap was dissected up including the bone graft, with 
the lower part remaining attached to arm. The 
upper end of the flap was sutured into the proper 
position on the face and the end of the bone graft 
placed under the periostium over the nasofrontal 
process. The arm was bandaged to the head by 
means of plaster strips. On the third day epithelial 
skin grafts from the thigh were placed on the under 
side of the flap. On the twenty-second day the 
connection with the arm was severed. As _ the 
death of the flap seemed imminent a leech was 
applied to the distal end and this caused a strong 
flow of blood through the capillaries, dilating them 
and securing a good blood supply for the flap. The 
molding of the flap into a nose required several 
minor operations. There is an opening for nasal 
breathing, sensation is developing in the nose, and 
appearance is greatly improved. Ear te B. Fowter. 


McWilliams: 
Ix, 730. 


Rhinoplasty. J. Am. M. Ass., 1913, 
By Surg., Gynec. & Obst. 

The author reports a case representing the 
severest type of external nasal deformities in which 
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not only the soft parts, but also the bony structures, 
were wanting and had to be supplied. 

The patient, a man of 45 years, had his nose 
amputated two years previously by the flywheel of 
an engine. Following this accident, eleven opera- 
tions were performed to correct the condition. The 
projection of the nose was completely gone and the 
face surrounding was marred by numerous scars. 

A plaster bandage was applied to the head and 
shoulders preceding the operation. The edges of 
the defect were pared all about the margin of the 
defect. The left ring finger was chosen; the nail 
removed and scraped, exposing bone beneath. 
Metacarpophalangeal articulation opened by a 
posterior longitudinal incision. The posterior ex- 
tensor tendon was divided by transverse incision. 
The head of the metacarpal bone was removed. 
The anterior tendons were divided, also lateral 
ligaments of the joint. The finger was then free, 
but united by soft parts and nourished by uninjured 
digital vessels. The skin was removed from the 
whole circumference of the last phalanx, and the tip 
of the phalanx nipped off. The finger was then 
slipped into place, the extremity of the last phalanx 
going up to the frontal bone under a bridge of un- 
divided soft parts. A longitudinal denudation on 
each side was attached to adjacent tissues. 

On the fifteenth day, one of the digital vessels 
was tied and on the twenty-first day the finger was 
amputated at the metacarpophalangeal articulation. 
Later the first phalanx was flexed at right angles 
and the tip sutured to the bone behind 

The patient’s appearance was much improved. 
There is a small opening into the nasal cavity. 
Photographs and a skiagram with the article show 
the steps of the operation and the result very 
clearly. EarLe B. Fowter. 


Harmer: Exhibition of Specimens from a Case 
of Suppuration of the Antrum due to Asper- 
gillus Fumigatus, with a Short Note of the 
Case. Proc. Roy. Soc. Med., 1913, vi, 91. 

By Surg., Gynec. & Obst. 

(1) Three tubes showing secretion at different 
stages. (2) The growth on maltose agar. (3) 
Films showing mucelium. (4) Films showing spore 
formation. (5) Photographs. 

The patient, a sufferer from hay fever, had had a 
persistent discharge of mucus from the right side 
of the nose for five weeks, following a severe cold 
that came on after motoring in an open car. There 
were brownish yellow casts, not offensive, violent 
attacks of sneezing, but no bleeding. The right 
side of the nose was occluded with an cedematous 
swelling and the antrum on the same side was dull. 
The general kealth was bad though the pulse and 
temperature were normal. The antrum was punc- 
tured through the nose and washed out twice a day 
for a month dislodging quantities of mucus and 
occasionally a piece of membrane with gritty frag- 
ments like bits of shell. The solutions used included 
salt, potassium permanganate, peroxide of hydrogen, 
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Tr. iodine, 75 per cent alcohol, and a suspension of 
bismuth subnitrate in oil. No improvement re- 
sulted. Sodium iodide in rapidly increasing doses 
was given internally, and, in spite of the fact that 
it caused some irritation, peroxide of hydrogen, five 
volume strength, was used to wash out the antrum 
as often as possible. After forty-eight hours a 
great quantity of membrane came away from 
which time the condition cleared up. 

From the secretions there was a growth of asper- 
gillus fumigatus on blood agar, mycelium were 
demonstrated on the unstained films, and it was 
founda to grow best on Sabouraud’s maltose-agar. 
Unlike the common moulds it will grow at body 
temperature as well as in the cold. 

Davis spoke of a case in which the antrum was 
filled with polypi and these were invaded by a 
fungoid growth. 

PEGLER said that he had met with this fungus in 
the external auditory canal. It formed a soft mass 
varying in color from white to black, causing much 
pain and perforating the drum membrane. 

BRONNER said that it was fairly common in the 
external auditory meatus. 

WAGGETT reported a case in which, five months 
after a successful radical operation on the maxillary 
antrum, the antrum became filled with a dark 
green, firm, leathery mass, which proved to consist 
of mycelium and hyphe of a fungus. 

EARLE B. FoOwLer. 


Reily: Adenoids. J. Ophth., Otol. & Laryngol., 1913, 

Six, ETF. By Surg., Gynec. & Obst. 

Very little has been done along the line of treat- 
ment of adenoids except to operate. 

Little has been done toward the differentiation 
of pathological from physiological conditions of 
this tissue, and many eminent authorities have 
made it a routine practice to operate whether there 
were any symptoms to justify operation or not. 

In a report of 4000 cases with regard to the general 
health of the patient, 5 per cent were reported as 
in very bad health, 65 per cent were in average 
health and 30 per cent were in splendid health. 
Yet, because there was hypertrophy of this tissue, 
it was removed in every case. 

Standing, as it does. at the very last portal to the 
respiratory organs and composed of lymphatics and 
muciparous glands, with an excess of leucocytes, it 
would not seem an overdrawn theory to assume 
that this tissue has, at least in some small measure, 
the function of a guardian against the introduction 
of objectionable foreign material into the lungs. 

The question which naturally arises is, What 
constitutes a pathological condition? 

Is it necessary to operate on every case of adenoid 
hypertrophy, or only those cases in which there is 
enough hypertrophy to interfere with the respiration 
through the nose. 

And again, with the admission from practically 
all authorities that a very large number of these 
cases recur, it would appear that operation, per se, 
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is not a cure, but only a part of the necessary treat- 
ment, and that it is quite necessary to attend to the 
local condition of the postnasal space until all the 
catarrhal symptoms are gone. 

Of course we can account for the “adenoid 
facies,’ mouth breathing, and sluggish mentality 
of these patients on the ground of interference with 
the lymphatic circulation in the brain, but we can- 
not always connect the general symptoms found in 
many of these cases with the postnasal obstruction. 

The condition of the general system is as much a 
matter for consideration in these cases as the local 
condition in the naso-pharynx. 

The permanency of the cure depends as much 
upon our ability to build up the general health, and 
the constitutional resistance to pathological in- 
vasion, as it does upon the removal of the local 
obstruction. 

Contrary to the genera! report we have found a 
tubercular family history in 75 per cent of the cases 
of pronounced adenoid hypertrophy. 

The most valuable loca! treatment in these cases 
has been the application of adrenalin chloride 1-1000 
through the nose. In this way, we get the action of 
the remedy upon the turbinates as well as the post- 
nasal space. 

In the milder cases where there was a very posi- 
tive objection to operative procedure we have 
seen a number of cases do very nicely upon this 
treatment alone. 

The frequency of involvement of the eustachian 
tubes makes it imperative that they be opened and 
kept open until they will stay open of themselves. 


Jackson: Decannulation and Extubation after 
Tracheotomy and Intubation Respectively. 
Tr. Am. Laryngol. Ass., 1913, May. 

By Surg., Gynec. & Obst. 


Jackson classifies the different forms of laryngeal 
stenosis associated with difficult decannulation and 


extubation into the following types: panic, spas- 
modic, paralytic, ankylotic (arytenoid), neoplastic, 
hyperplastic, cicatricial. Of the cicatricial type, 
there are three subclasses: (a) with loss of cartilage, 
(b) loss of muscular tissue, (c) fibrous type. To 
prevent panic, which is, in his experience, largely 
associated with ‘‘nerve cell habit” arising from pre- 
vious terrorizing asphyxias, he advises corking the 
canula, with a rubber cork, without the patient’s 
knowledge until the patient has become reaccus- 
tomed to breathing through the mouth, one factor in 
panic being that breathing through the ‘‘short cut” 
in the neck is so much easier than through the 
mouth, even in the absence of stenosis. The spas- 
modic types are often dependent upon lesions which 
require treatment. Paralytic and ankylotic cases 
are not much helped by simple cordectomy, but 
evisceration of the entire larynx down to the peri- 
chondrium, beginning just anterior to the arytenoids, 
which must not be damaged, the author has found 
to yield excellent results, though not so good as to 
voice as in cases where there is arytenoid mobility. 
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The removal of benign growths usually permits im- 
mediate decannulation of the patient. In papillo- 
mata, however, which are prone to recur, it is neces- 
sary to watch the larynx and remove recurrences 
before they become stenotic. Removals and appli- 
cations of alcohol in the intervals eventually estab- 
lishes a fibrous condition of the mucosa which makes 
a poor soil on which papillomata will not grow. 
Compression stenoses, peritracheal neoplasms, and 
hypertrophies of the thymus and thyroid glands are 
to be decannulated by external operations, thymo- 
pexy, thymectomy, thyroidectomy, etc., the stenosis 
being relieved in the meantime by a long tracheal 
canula. In organic conditions outside of the 
paralytic and neoplastic forms, it is the result of 
inflammation and especially of the mixed infections 
following specific infections such as lues, tubercu- 
losis, diphtheria, typhoid fever, etc., that produce 
the inflammatory deposits and cicatrices. For 
these the author recommends endolaryngeal opera- 
tions with forceps and knife by the direct method, 
and in such a way as to favor the formation of an 
adventitious vocal cord. The author emphasizes 
his opinion that if the arytenoid cartilage and joint 
are not injured either by the original process or by 
the operation, the movement will pull out a cicatri- 
cial band and thus produce the new cord. In some 
instances, prolonged intubation has been used, and 
in a few instances the operation of laryngostomy 
must be finally resorted to, keeping the larynx and 
trachea an open trough for many months until the 
cavity is lined with epidermal epithelium, after 
which a plastic operation is done to close the wound. 
In post-diphtheritic cases, associated with hyper- 
trophy above the intubation tube, the author recom- 
mends forceps removal of the hypertrophic tissue 
by the direct method. For subglottic hyper- 
trophies, he has had excellent success with vertical 
linear cauterizations, using a guarded cautery knife 
to avoid singeing the opposite hypertrophies. 
When one side is healed, the other is cauterized. 
This method has resulted in a cure in practically 
every case. The author reports twelve cases, all of 
which were permanently cured except one, which is 
still under treatment, the period of treatment rang- 
ing from one week to four years. The author comes 
to the following conclusions: 

1. The development of the direct method compels 
us to revise our opinions. A large proportion of the 
cases of laryngeal stenosis can now be handled 
endolaryngeally. 

2. Afterall else has failed to decannulate, laryngos- 
tomy should be resorted to. It will cure practically 
every case, but the treatment may in some in- 
stances extend over five or six years. Many cases 
can be cured in from three to six months. 

3. The cases in which laryngostomy has failed are 
those in which the cartilaginous box of the larynx, or 
the subjacent rings, have been destroyed by necro- 
sis. No stiffening is left to resist contraction. In 
such cases, if the loss of cartilage is great, laryngos- 
tomy is contra-indicated. 
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4. Laryngostomy is also contra-indicated in cases 

of incurable general disease, such as advanced tuber- 
culosis, tabes, disseminated nephritis, 
malignancy, etc. 
5. General anesthesia has been the cause of more 
deaths in the handling of laryngeal stenosis than any 
other one thing, it isthe author’s opinion that a general 
anesthetic is absolutely unjustifiable in any laryn- 
geal case associated with even the slightest degree of 
stenosis, unless a tracheotomy has been done and it 
is absolutely certain that the tube is perfectly free 
and clear without granulations at the lower end. 
Further, Jackson believes that a general anesthetic 
is unnecessary. In going over the literature of these 
cases, and also personal communication, the author 
is simply appalled at the enormous number of cases 
of death on the table from an attempt to give a gen- 
eral anesthetic in cases of laryngeal stenosis. If 
the operator feels that he must have a general 
anesthetic, the intratracheal insufflation of ether by 
the Elsberg method, either through the tracheotomy 
wound or through the mouth, is safe. Care must be 
exercised to see that there is ample space for the 
return flow. 


sclerosis, 


Badgrow: Congenital Membrane of the Larynx. 
Proc. Roy. Soc. Med., 1913, vi, 06. 
By Surg., Gynec. & Obst 

Examination of the patient, a boy of six years, 
revealed a membrane situated at the anterior com- 
missure stretching between the cords, an opening 
only left in the posterior part of the glottis. There 
did not seem to be any interference with the respira- 
tion. The complaint was weakness of the voice. 
The question was: ‘‘Should treatment be under- 
taken?”’ 

Hutchinson spoke of a similar case, the results of 
operation on which had been very unsatisfactory. 

Donelan thought that while there was no inter- 
ference with the respiration it would be better to 
avoid all treatment. 

Powell said that the consensus of opinion seemed 
to be that the case should be left alone at present. 
If operation were found necessary he thought that 
the operation would be best performed through a 
high tracheotomy and that after the removal of the 
web, suitable silver plugs should be worn above and 
resting on the tracheotomy tube for a period of six 
to twelve months. 

Grant said that the chief anxiety would be lest 
the child had one of the exanthemata, in which case 
the laryngitis would be apt to be suffocative. 

Earte B. Fow er. 
Abbe: Malignant Disease of the Tongue and 


Mouth. Med. Rec., 1913, |xxxiii, 46. 
By Surg., Gynec. & Obst. 


In a study of the records of the past ten years in 
his personal! cases, including notes and illustrations 
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of 40 cancers of the tongue, 15 leucoplakias, 27 
sarcomas of the jaw and epuli, 40 sarcomas of the 
pharynx and tonsil, and carcinomas of the mouth 
and cheeks, besides many tumors of the lip, palate 
and buccal mucosa, the author concludes: 

“Thorough surgery is still the supreme reliance 
in eradication of malignant disease of the mouth and 
an early resort to it is the patient’s chief hope of 
cure. Radium has many interesting conquests in 
this field, but in advanced cases of cancer its good 
effect is transient; in giant celled sarcoma, it is a 
specific cure. The vicious causative effect of to- 
bacco in the mouth is demonstrated. Leucoplakia 
has no curative remedy unless it be radium.”’ 

Papilloma and giant celled sarcoma succumb 
rapidly to the effects of the radium and the author 
regards it as a specific. In advanced cancer of the 
tongue, of the so-called ‘‘explosive”’ type. where 
there is great erosion and glandular enlargement, 
radium has controlled the process for a time, only 
to have the disease light up again. The action of 
the radium, the author suspects, is due to the 
temporary control of the bacterial activity either 
by the specific bactericidal power of the radium or 
by hyperemia called out by the intense play of 
electrons in the tissue. 

Tobacco, either indirectly through the hot smoke 
coming in contact with the mucosa or the irritation 
of the pipe stem, or directly as from chewing, is 
given as the great cause of the leucoplakias and ealry 
cancerous degenerations. H. P. Kun. 


Gorse and Dupuich: Cancer of the Tongue in 
Young Subjects (Le cancer de la langue chez les 
jeunes sujets). Rev. de chir., 1912, xlvii, 293. 

By Journal de Chirurgie 

Gorse and Dupuich report the case of a soldier 22 
years of age who presented an unquestionable can 
cer of the tongue which had developed during seven 
months. Operation. Recurrence at the end of 
seven months and death without further operation. 
Histological examination verified the character of 
the tumor: squamous-cell epithelioma. 

The published cases of cancer of the tongue in 
subjects under 30 years of age number thirty. 
They are, therefore, rare but they are, in contrast to 
this cancer in the adult, more frequent in females. 
It is hardly possible to ascribe the cause in this class 
of patients to syphilis or chemical poisons. 

The site of the lesion is more frequently on the 
edge of the tongue as a result of irritation by car- 
rious teeth. Glandular involvement is rare. The 
affection is very painful, with radiating pains and 
earache, but the general condition remains good for 
a long time. 

The only rational treatment is surgical. Survival 
is very short and recurrence rapid, which emphasizes 
the peculiar gravity of this form of cancer. 

J. OKINCzyYc. 
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